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TEE FAMJLY HEALTH CARE MODEL AND PRINCIPLES OF 
P R E V E h i  HEALTH CARE 

LEARNING OBJECTIVES 
Undersand the basic principles of the b i l y  hahh em model 
Apply the fiunily health aac model to prrticc in the HeaW Ccntcr 
Understand the basic principles of prevention in haW 

TEACEJNG STRATEGIES 
Use lecture format to present the bas'= principles noted 
Encourage group discussion of the prineipks 
Use small group discussion to develop snategies in which the family hahh cre 
model can be applied to theiu specific Health Centers 

MATeRlALs Ah?) EQZRPMENT NEEDED 
Overhead projator and msparencia of didrtic mmcml 
Fiipchan and markers for small p u p  p d o n s  

LEARNING Porn 
Family health care model is a pndigm a way of thinking; rather drm a cdkcth 
of m d i  or nursing saivities 
Takes into consideration tbc nads of the whok pasun, wn just medial issues. m 
context of his family and community 
Docs not just dal witb illness, but p ~ w t e s  the well-being (haltb) of aEb 
individual in the b i l y  
Family baW care model is not new 
= h a s b r m p r c l a i c c d u w o d t h c ~ f o r ~  - recognized as i d d  rncmod of hahh care by WHO, and m a y  primry hclkb 

care canfamca (ALmaty - 1978, Hcaltb for All 2000) 
Cbaractairtia ofthe Family HaW Care Model 

Comprehensive 
o Medidancntiondcalswitf ipsychologiaLscc*l ,mdspM~of 

the pmbkm, not just medical aqxus. 
o h p k - a 5 ~ d d c h i l d w i t b p w u m a n ~ - m e r n s l o a t r k e p f o r t b t  

motha. dded ~XDCIISC for the familv. d l  of which n ddcd stra~ar 
o ~omprrhcnsiveckbyhal thurc&dbc.waeof tbac 

M i  issues PMlld i l k  of a family mcmba. ad try to wak with 
dlese .In, - Inlcgmcd 

o All.rpcsbofhaWarchmdioainacmdinrrdEPbim 
o Te~aappmchtoaacofeshpt*ntintbeHerWCcata-dodw,arsq 

phmna5st. cl* lab technician all walr togdm as a 
o R c h d  system is available fa managing proMans bcpw l  the scope of 

the Hahh Center, witb awatc fadbad han specialist IO mt H a h b  
Ccntadoctor 

Continuous 



o Single health care team follows each family through various stages of life. 
o Medical record contains information necessary to give new doctors or i 

nurses background information 
= High Quality 

o Confidence of the patient and family is gained through competent 
1 

diagnosis and management of problems 
o Requires an on-going process of continuing education for members of t 

Health Center staff, to keep up to date 
Preventive Care i 

o Significant focus on prevention of illness and promotion of health atid 
well-being, not just on treatment of disease 

o Done by identification of high risk factors for patients and their family : 
3 

members, based on family history, past history, age, local epidemiology 
o Treated by appropriate screening for disease, and counseling 

Preventive Health Care in the Health Center 
Definition ofpreventive health care - Identification and management in 
anticipation of potential health problems, of which the patient may not be aware 
Key Principle - it is always easier to prevent disease. or to treat it in the earlien 
stage, than to treat it later 
Key element of preventive health care - Screening of individuals with no current 1 
symptoms of illness 4 
Principles of screening for health problems: 

Identifies only persons who are at risk for a disease, or who might have an 
illness - not a definitive diagnosis 
Screening only identities those who need further investigation and defin~tive 
diagnosis 
Screening can be primary prevention (preventing onset of disease) 
o Example: strict diet and control of weight in person with a family history 8 

of diabetes 
Screening can be secondary prevention (treating disease in the earliest stages) 
o Example: beginning diet and exercise in patient with mildly elevated 

fasting bloodsugar7 
Screening can be done in several ways: 
o History - family history, past medical history 

- Example: strong family history of heart artacks or stroke 
- Example: past history of rheumatic fever 
- Example: high fat diet and low level of exercise 
- Example: active eczema in a child with a strong family history of 

asthma 
o Examination - Example: blood pressure as screening for hypertension 

- Example: examination of genitals in male infants as screening for 
undescended testicle 

o Leboratory examination 
- Example: fasting blood sugar as screening for diabetes 
- Serum cholesterol as screening for cardiovascular risk factor 

Screening always results in false positive and false negative results, as well as 
m e  positives and negatives. 
o Those with true disease need to be differentiated from false positives by 

further testing and diagnosis. 

Family Health Care Model and Principles of Preventive Health Can 



o Exrmpk of sarcnhg fix hypatmrion: I00 peopk rcreowd firr 
hypcficnsion by taking one blood pessurr r c d q  

IHypatm*on INo- ! High blood prmnc I 20 I 5 
! Nonnal bloodpmure I 10 1 65 - 

o Note that most people with a single dmtcd blood parurc lading hvc 
hypatcnsioa, and mon people with a nomvl blood prrssurr rrdiDg do 
not have hypertauion; but thuc arc dro false positives (5) und hlst 
negativts (lo). Further testing would involve at least EalriDg srvcnl mar 
measumcno ofthe blood prrsnar on d i h t  days. 

Mmagewnt ofproblems identified m saaning 
Counseling and advice 
o E x a n p l e : y o u & a Z y e a r o l d l d v a i f h c w a r s ~ k ) a ~ m t h e  

car. He Sam no. 
o Managem&t: ~ d v i x  the driver that he is 2 ti- morr likely to sunive a 

serious acciden~ if he wears sat bclg 81d enanwage hi to develop the - 
habit 

o Exarnplc 35 ycar old paicnt tells of scvaal h i l y  manbcrs with 
diabeta, and 2 family members who have died of umpliatims of 
diabetes 

o Managancnt: counsel patient to fontrol weight by good die to keep BMI 
less th.n 26. Avoid fsts and sugars in dia  whm possibk. Monii  
blood sugar at least yearly 

o Exampk: Blood pmsulc of 45 year old samwy is 155192 on sewad 
ocasiono 

o Msnagancnt:counxlsaretar).mlou5k&dtozalkoraracis4 
times per w&L for at last 45 minutes each rime. Monitor blood pasurr 
at lcasl clrh month 

Furtha diagnostic studies 
o Example: 45 year old mak tells of 4 other family members who died of 
b attacks befwe age 55. He is worried 

o Management. test smnn chokstml, @ahrps LDL ud HDL if mmilddcb 
Test W n g  blood sugar for powilc eddy d i i  Comael .bad low a 
dietmdregularcxcrciVandtoaopsn~ 

o m k :  rwtinc Dostoam,m m i n u i o n  ofa 40 rn d d  woam 
a f i k ~ u m ~  in o& brtaa 

c M a ~ g a n c n c : r e M t o a ~ f o r ~ d i r g n o r i s - n u m r r o g r a r  
and biopsy oftbe lump 

CASE SfUDaS AND GROUP JXERCISE 
In small group format, discuss the i n d i  RR the following hdtb 
probkms: 
1. Diabetes M e l l i  

a What m the long-term effcas of this hcallb pmbkm? 
b. How can p s o n s  with this problem bc identified at the arliest (in. 

What saaning can be d m ? )  



c. What interventions can be done to dccreass the long term effects of this : 

problem? i 

2. Hypertension 
a What are the long-term effects of this health problem? 
b. How can pnsons with this problem be identified at the earliest stage (ie. 

What screening can be done?) 
c. What interventions can be done to decrease the long term effects of this 

problem? 

3. Automobile accidents 
a What are the long-term effects of this health problem? 
b. How can persons at risk for this problem be identified at the earliest stage 

(ie. What screening can be done?) 
c. What interventions can be done to decrease the long term effects of this 

problem? 

4. Anemia in women 
a. What are the long-term effects ofthis health problem? 
b. How can persons at risk for this problem be identified at the earliest stage 

(ie. What xreening can be done?) 
c. What interventions can be done to decrease the long term effects ofthis 

problem? 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE 
Describe the basic elements of family health care? 
List the most significant elements of preventive health care? 

Family Health Cfue Model and Principles of Preventive Health Care 
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HYPERTENSION 

LEARNING O ~ V E S . .  - Describe the risks of hypatcnsion and the valw of Mood p r r s s ~  d 
- D i i g n o s c h y p m a a i o n ~  - Dcvclopmcffcdiwtrrarmenpknfor~m - C o m m t o l h  to the patient and h i l y  necessary mcps and mesages in the 

undcntanding, prevention wd control of hnmtcnsion 

TEACHING SIXATECIES: 
- Review technique of m e  blood pcsnar with psdia by traiaces on 

uch dhcr. Confirm that blood p.ersure measuranent for each mince is 
uirhin 4 mm of trainm mcasumnmt - Use Iceturn or informal prrxntation for didactic material d l  group 
discussion f a  mention, couortmg, and patieat ahration isaws. - Assip pups of 4-6 minces to mi- web-based Powrhimt 
follow with mull group diiunion of teaching pohu presented 

MATERULS AM) EQULPMEIW NEEDED: - Blood pwm cuffs, ow for evay hw pmlicipam - a n h  proper 
operation and dibntion befm usc 

- Complta for PouNmt  psmmion - White b d  or flip chatt and markas for summarizing maor points 

LEARNING porn:  
Sig~iBeucc of bypertadon in ardiowamh d i i  

E f k c t o f b y p e r i e d o m r i t L & r ~ h r r h k h d o r r  
Tltc morbidity and mortality of hypemasion is significantly wotsc with the following 
risk factors: 

&>SO 
D iabeas  
*Smol r$ le  

Hypdpidemia 
AlcoboI.bure 

O b t s i t y  



Blood pressure should be measured, with the patient in a sitting position using 
mercury sphygmomanometer. - When measuring blood pressure particular care should be taken to:- 
o Allow the patient to sit for several minutes in a quiet mom before beginning 

blood pressure measurement. 
o Use a standard cuffwith a bladder that is 12-13 cm x 35 cm, with a larger 

bladder for fat arms and a smaller bladder for children. 
o Use phase 5 Korotkoff sounds (disappearance) tc? measure the diastolic 

pressure 
o Measure the blood pressure in both arms first visit if there is evidence of 

peripheral vascular disease. 
o Measure blood pressure in standing position in elderly subjects, diabetic 

patients and in other conditions in which orthostatic hypotension is common. 
o Place the sphygmomanometer cuff at heart level, whatever the position of the 

patient. 

Diagnosis of hypertension 
Adequate diagnosis of hypertension requires 2 or more abnormal blood pressure 
readings, taken at different times and preferably different settings. 

Table 1. - 7 
I 

Definitions and Classification of Blood Pressure Levels I 
! 

Category 
I 

Normal 
I 
I 4 2 0  <so ! 

Prehypertension / 120-139 80-89 
Stage 1 hypertension 1 140-159 90-99 
Stage 2 hypertension i >I60 1100 

! i 
Notes on definition of hypertension 
o When a patient's systolic and diastolic blood pressures fall into different 

categories, the HIGHER category should apply. 
o Rehypertension is a new category, which reflects new data that shows that 

those <50 years of age with BP in this category have a 90% risk over their 
lifetime of developing Stage 1 or 2 hypertension 

. o The category of "lsolated systolic hypertension" has been eliminated. New 
studies show that systolic blood pressure >I  40 has the same risks as Stage 1 
hypertension, AT ANY AGE. 

Clinical evaluation in initial diagnosis of hypertension 
Three primary objectives in evaluation of those with documented hypertension 
1. Assess the patient's lifestyle, and identify any other cardiovascular risk factors 

that may affect the prognosis or guide the management strategy 
2. Identify treatable causes of hypertension (secondary hypertension) 
3. Assess the presence or absence of target organ damage and cardiovascular 

disease 

Hypertension 



H-ion 
I 

Cigarcltcsnokii 
Obesii(BMl> 30) I t . Physicllhadivit)' 
Hypulipidanii 1 . ~iabetes i 
Hypcralbuminuria or C m h i i  cleannce 80 mlhni. 
Oldcr age (~55 for mm, >65 for women) 
Family histoy of premature arrdiovasalsr di- (255 fa - 265 form-) /I 

l d ~ t r t h b k  of- 

S l a p  apwa 
Lbug a d i m  related 
Chronic kidney di- 
Rbnary h ~ d o m m n i i  (Conn's syndrome) 
Renwrsculsr discav (ma1 artery stcaosis) 
Chronic corticostnoid therapy or Cushings d i i  
& h ? c h m ~ o m a  
Coalcmbn of the eorm 
Thyroid or parathyroid disease 

Heat 
o L d t v c n h i c u l r h m  
o A a g i n a a p c v i o u s m ~ i i n ~  
o Ria munay bypass or ~ c v a m k n t m  

. . 
o Heart failm 

Brain 
o Prior sbuke or Transient ishcmic an& , 

Chronictidncydisalc 
Pcripacnlnucutr& 
Hypcrtglsiverctiaoprthy 



Initial Evaloation of Hypertensive Patient 
Histow 

A comprehensive clinical history is essential and should include:- 
o Fan ib  history of hypertension, diabetes, dyslipidaemia, chronic heart disease, . . 

stroke; or renh di&. 
o Duration and pervious levels of high blood pressure, and results and side 

effects of previous antihypertensive therapy. 
o Past history or cumnt symptoms of chronic heart disease and heart failure, 

cerchvascular disease, peripheral vascular disease, diabetes, gout, 
dyslipidaemia, bronchospasm, sexual dysfunction, renal disease, other 
significant illnesses, and information on the drugs used to treat those conditions 

o Symptoms suggestive of secondary causes of hypertension, such as: 
Palpitations, tachycardia 
Persistent snoring and sleep apnea episodes - Rapid weight change 
History of recurrent kidney stones 

o Careful assessment of lifestyle and factors including dietary intake of fat, 
sodium and alcohol, amount of smoking and physical activity, and weight gain 
since early adult life as a useful index of excess body fat 

o Detailed enquiry of intake of drugs or substances that can raise blood pressure, 
including oral contraceptives, non-steroidal anti-inflammatory drugs, cocaine 
and amphetamines. Attention should be paid to the use of mhropoietin, 
cyclosporin or steroids for concomitant disorders 

o Personal, psychological and environmental factors that could influence the 
course and outcome of antihypertensive care including family situation, work 
environment and educational background. 

Plysical exanination 
A full physical examination is essential and will include careful measurement of 
blood pressure as described below. Other important elements of the physical 
examination include: 
o Measurement of height and weight, and calculation of Body Mass Index 

(weight of kilograms divided by height in meters, squared) 
o Examination of the cardiovascular system particularly for heart size, for 

evidence of heart failure, for evidence of arterial disease in the carotid, renal 
and peripheral arteries, and for coarcatation of the aorta. 

o Examination of the lungs for rales and bmnchospasm and of the abdomen for 
bruits, enlarged kidneys, and other masses 

o Examination of the optic fundi for evidence of cerebrovascular damage. 
(Consida referral) 

o Evaluation of the thymid gland and evidence of hyperthyroidism (tremor, 
palpitations, tachycardia, etc.) 

The laboratoty-investigation is directed to identifying the most common treatable 
causes of hypertension, and associated risk factors that could influence the 
managem&. 
It should include at the minimum: 

o Urinalysis for blood, protein and glucose and microscopic examination of urine 
o Potassium 
o Creatinine 



0 c.lcilrm 
0 Fkaingglueose 
o Lipid @le (W cholesterol LDL, HDL) 
o Elcctrocardiopnun 
~ m a d e n s i w & a s t s a r r g r n r a ~ ~ y ~ ~ l d ~ ~ i n i h ~  
evaluath. but may be daK if blood prrrarrc Utes not rcspmd to initial lmatman 
plan (ic, thyroid &dies, epinephrine &I mehnephcrim &IS UC.) 

Maugcment S t r a e  ofHypwtcioll 
Specify goals of tbaapy 

o 440190 in most people 
3 <130/80 in pa~icnts with renal disease or dimbaes 
o Mun achieve both systolic md diastolic goals 

b o t c  lifcstyk chaoga in ALL patients 

! d;ctp.;inloarr 
iunLncmhblU- Stop smoking I C ~ n p l ~ t ~ l y  sop - . . 

i mu&rng I ~ f ~ ~ r i d r t  
weigh nduaion i ~educc BMI to QS I 5-20 mm ductim pcr 

I 1 10 kg. weight loss 
Modify diet I Dccrase saturated fat 1 8-14 mm. rrdudMn 1 

I I sodium foods) I 

/ ~ l h x a s c ~ c a l  I Rmlar d i c  -isc 1 4-9 mm. ductiar 

Rcseia dietary sodium 

. - 1 activity I or iaivity for 30 1 1 
t 1 minutdday / IF &en: I Maximum 90 ml. 1 2 4  mm. rrductioa i 

lnneose hit. ; 

vcgct.blcs, -fn df4ih-Y 1 
poducts , 
Appmx. 2.5 gm sodium 
(no added 41, low 

Paiodoftiwforbinlofliftstyk~vuiawithrg~r~nrhtcdcoadiaiam, 
iaitiaibloodprcsurr.aldotbariskfaaas 
o Eg. pasm <SO years of age  wid^ BP of 1 4 W  md m, sgnificm rkt hcmP 

-maytyli~lemewrsforuptooneyear 
o Eg. krson >SO years of g with initial BP of IW100 rod d i  - begin 

drug thaapy immediately togdher with liftstyle masurcs. 

2-8 mm. rrduetioa 

M o d a m  alcohol 
cc~nsumplion 

If l i e  modifications INEFFECTWE in reducing blwd psmm to gal icnl, 
begin drug trrcmncm scordmg to protocol. (Sa Protocd - -re 1) 

whiskey (or equiv.), or 
300 ml. w idday  



Identify possible COMPELLING INDICATIONS to begin anti-hypertensive 
therapy, and assist with selection of specific drugs 

TsMe 6 

High Risk Compelling Indicstions for Specific ~ntlb&rtensive Drugs 
I 

Compelling 
indication / (HCTZ) ( (atenolol) I Inhibitor I 

Principles of Drug Treatment I 

In most cases, treatment is begun with hydrochlorthiazide (HCTZ) at a dose of 
12.5 - 25 mglday. This has been shown to be very effective, safe, and 
inexpensive. f 
HCTZ can be combined with a potassium sparing drug if necessary (ie, 
Moduretic), but this should NOT be used in combination with an ACE inhibitor 
(ie, enalapril) because of the danger of hyperkalemia. 
Begin with the lowest available dose of the drug, in an effort to reduce adverse 

i 
effects. If there is a good response to a low dose of a single drug but the pressure 
is still not at the GOAL BP, it is reasonable to increase the dose of the same drug, 
provided that it has been well tolerated. 
In Stage 1 hyperiension, if HCTZ or another single drug is ineffective in achieving 
the GOAL BP, add a second drug. It is often preferable to add a small dose of a 
second drug rather than increasing the dose of the original drug. This reduces the 
pmbability of side effects. The use of the fixed low dose combinations that are 
increasingly available in Jordan may be advantageous. 
For Stage 2 hypertension, most patients will require at least 2 drugs 
simultaneously - generally hydrocholorothiazide plus a second drug. It is 
acceptable to begin with HCTZ for a short period of time, and add the sewnd drug 
once maximum benefit has been obtained from the HCTZ. 
The use long-acting drugs providing 24-hour efficacy on a once daily basis. The 
advantages of such drugs include improvement in adherence to therapy and 
minimization of blood pressure variability. This may provide greater protection 
against the risk ofmajor cardiovascular events and the development of target 
organ damage. 

1 Diuretic I El-Blocker I ACE ( Angiotensin 
Reaptor 

Post Myocardial 
Infarction 
High Risk for 
Coronary Disease 
Diabetes 

Prevention of 
Recurrent Stroke 
Pregnancy 

I 

Hypertension 

Calcium 
Channel 
Blocker 
(diltiazem) 

Heart Failure 

A l d o m n e  
Antagonist 
(spirono- 
Iactone) 

x 

x 

x 

X 

x 

x 

X 

x 

X 

x 

I 

X 

x 

x 

X 

Avoid 

(enalapril) 

x 

Blocker 
(losartan) 

x 

x 

Avoid 

X 

x 

X 

I 



Tbc dosage of medications should be slowly i n d  (ii dditim to pmmotiolr 
of lifc~tyk ebanges) until tbc GOAL BP is mchcd. 

Mu8gcmut of sped81 LJprb.live pop.htbu 
Rcgnaney 

o Use of methyldopa (Aldomdh &Blockmi, or vasodilnrrs prrfbrrd 
o Avoid we of ACE i n h i b i i  a A n m i  rccqmr bbckus bmme ofrisk 

of fdal d&ds 
o Monitor p a t h  closely for dcvelqmmt of pcecfhmpsi. 
Elderly 
o Begin trcabncnt with low doses, such as HCIZ 125 m@&y 
o Incmasc doses vay slowly 
o Add seond m e d i m s  sccording to guidelines for "Coaapcllii 

Indications", since many eMerty p a t h  havc one a morr canpcllii 
indications 

o Systolic bypamsioo (systolic BP ,140) with mmai diastolic BP (40) is 
unnmonintheclderly,hcrrriathesamerirb.dshouldbcmmdm 
hypatensim accodng to the potocol 

o Mon-kor patiat especially for p o d  hypormsion wiun taking mediation - 
cheek BP in both sitting and standing positions 

Womm 
o Oral-vcscanbmrPeBP-comiderchmgbymemodof 

ifwommooonl ~ v t l ~ l o p s ~ i  
0 ~ r r p ~ ~ ~ N o T ~ B p P ) o i t c m b e  

cantinucd during a n t i - h ~ v c  Qnpy when i n d i i  
o U s  of thiazide diuraics (Hcrz) can redua the risk of -is in 

w ~ w h i c h i s m a d d e d k n e f i t a t t c r t h e m ~ ~ ~ w e .  

PREVENTION lSSUES AND LIWllI EDUCATION MESSAGES 
~ f o r h r p n t a u i o o  

o Age>20;atmyvisitmHaWCaUu 
o Positive hmily history 
o Resena of dha c a r d i i ~  risk 6stm (high cbolanol, rmdoby. 

inrtivity. dcohol rhnt) 
0 Africandcsrmt 

Ccmmunity participatim in hypmmkm -ing 
S a h i n ~ i f i n t a k e ~ v e  

0 .  S m d r m g d w  

M m t  or Family Commaell.(( 
Hypatcnsion requires pamanat, lik-long trrarment 
HypcncnsimisuJuallysfymptom~symptomsarh~bcdrchcmrse) 
Strasan~butem~lorqbdisnatbcmostcommaocaac;agcDct ic  
pndispoeitionisthcmostemunmbctor 
Lifntyk modi f ia t ioa to~~r i skofdcve~ghyprtemicn:  

0 S m k i l l g ~  
0 Mild Jab mslictim 
0 Weight loss 
o Liit aloohol intake 
o Incrcsscphysical~vily 



CRITICAL ELEMENTS FOR REFERRAL 
Severe hypertension (Blood pressure persistently >200/120) 
Transient ischemic attack with any degree of hypertension 
Mental confusion or disorientation 
No response of blood pressure to normal doses of at least 2 medications over 1-2 
months 
Pregnancy and hypertension 

CASE STUDY 

Name of Patient Abdullah 
Sex Male 
Date of Birth 10 October, 1947 
Date of Visit 4 May, 1999 
Vital Signs Pulse: 84 

Resp.: 16 
Blood Pressure: 16011 04 
Weight: 82 kg. 

Medical History Last week the patient lifted a heavy sack which resulted in severe 
back pain. It is moderately improved at this visit, but still 
somewhat painful to flex forward and sideways. There is no 
radiation of the pain into the posterior thigh, no numbness or 
weakness in the legs or feet, and no change in the pain with 
cough or straining. This same pain has occurred several times in 
the past, and usually resolved spontaneously within a few weeks. 

Upon questioning, the patient admits being previously told that 
he has high blood pressure, and has taken medicine for this for 
up to 2 months in the past. When asked why he stopped the 
medicine, he said that it was because he felt bean. He has not 
noticed any chest pain, shortness of breath, swelling of the 
ankles, or change in appetite. He does have several brothers who 
have been diagnosed as being diabetic. 

Physical The patient walks somewhat stiffly. The throat is pink and clear, 
Examination the neck shows no adenopathy and carotid pulsations are equal 

bilaterally. The chest is clear to auscultation, and the heart has 
no munners, but the second heart sound is accentuated. There is 
no peripheral edema. 

Topics of discussion regarding case shidy: 
1. What are the major medical problems identified in this patient? 
2. What important additional elements of the history should be asked? 
3. What additional elements of the physical exam should be done? 
4. What is an appropriate plan of management for this patient at this point? 
5. What counseling issues would be most appropriate for this patient? 

Hypertension 8 



CRITICAL ELEMElYrS FOR EVALUAIKBN OP CD- 
~ m c e t ~ d ~ o f b i o o d p r r r a r r ( p h y s i c i ~ m d ~ )  
R o p c r ~ m d c ~ i f i a t i o n o f ~ o f  

b y p r k d m  (physician) 
Cmsida8tion of s d d i  risks in lralmcnt of hypcnension @byrieirn) 
~ppopiatepltiedaluclltionrcgudihypeneasion.m~~gananpbn,~ 
life-style modifications (physician md nlps) 
Knowledge of need for (physician and nnur) 



Memommeat of Blood Pressure 
Monitoring Protocol 

Name of Trainee Date 

Name of Trainer 

Did Trainee Correctly 

I I Ann restingat level of heart, supported by a table 
Sleeve removed completely for blood pressure cuff 

step 

1 I Client sitting and comfortable I 1 

Action 

2 Pmition the sphygmomanometer so that it can be 
easily seen with the mercury level at your eye level 

I 3 Place the cuff on the arm at least 2 cm. above the 
elbow crease 
CUR bladder should be centered over the brachial 

I Make sure the cuff is proper size for the arm 

Perform? 

! 

I 

i 
I 

I I 1 

YES 4 

4 

NO 4 

Be sure that the mercury level is a 0 

I 

I I 

I 

5 

Close the valve on the bulb, and rapidly Inflate to 
approximately 200, or until radial pulse disappears 

I I 

I I 

10 Continue letting the air escape, and note the reading at ' I 
I ! which the pulse beat disappesrs i I 
i 

Stethoscope earpieces should be angled forward in the ] 
ears 

1 

1 Open the valve. let the air slowly escape at 
approximtdy 4 mm per hcartbcat 

1 

I I 
I 

6 ' Place the stnhoscope diaphragm over the brachial 

I 1-Y 
I 

I 

9 1 Note the d i n g  at which the first pulse beat is heard 1 

I 1 I 
12 i Rsnove the blood pressure cuff, and steIhoscope. ' Clan steth-p head I I 

I 

I I t 

Hypertension 

1 1 1 , Allaw all air to escape, with the mercury returning 10 I 
I "0" I I 
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. 1 - -  --- - - - . -  - "...*.. 
I Clms of  Drag :Compelling i Possible Compelli~g P~ssiBie 

:indications I~ndicatioos ContraindieaBissns Goatr~indicatioas 

I - - - - .  , - -  - - 
i Diuretics !Heart failure 

I ~tderty patit- 
Systolic 

/ 
hypmcnsirm 

Beta-Bioekcrs Angirta FteaP: hiiure 
ARm rnyocmdbl Prngm~tey 
infm! DlaMa 

. I'achyarrhythmiaq , 
I - - -  
ACE Inhibitors ' I+& fklutc I 

Lett ventricular 
dysfunction 

i 
I After ny.ocwdisl 
~nhrc! 
Diabetic 
nqhroparhy 

" -& 

Caiciom 'Angina I PcripRsraE vascailar 
haaskgonists Elderly patient? ,disease 

/ Systolic 
1 h m m s i m  

I 

~ .- -- i 
-" ---- --.-- .- "" 

Airha-Riockcrs Prwtztic <3lusase intoierance 
hyprtroph:, Dyslipid~err.i& 

disease 
Heart blwha 

Prqnancy 
Hypcrkalmia  

Angiosensin HI : ACE Iohibi~or co:~gh : tleart hilurc i'rqqxfncy 
Antagonists 3i '~tctnl  ml a p t e ~  

amnsis 
i i By yer'rc~laernia 

Dyslipi&crnia 
Athlctts and pf..ysicali\ 
actit c pucnts 
Prr~phml  w c u l a r  disease 

Congextivc. heart l3iiurec 

- 1  . 

Cra& 2 or 3 atrio+mtriculw block 
:b~rastrk 2 or 3 atri.avenMcular hlwk with eempmatil ur diltia~ern 

Vesapamil w dilt:arem 

JMenustik
Best available
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HEADACHE 

UndaJeaad the ~ y s i o l o g y  of the mM common types of- 
A m l y  diagnose and di&rrntiate bawcm migmhc, muscle d ~ a .  and 
organic hcldaches, pimarily by the patient m- 
E f f c a i v e l y b e a t c h r o n i c ~ h e ~ w i t h a p c v a r t i v e , l m g ~  
w v e  
R c f o g n i l ~ t h e p s y c ~ ~ ~ ~ ~ ~ f h c a d K h e a n d w b c n t o r r f ~  
Reeogniae the signs of mom Saim causes of headache 

TEACHING SIlUTECIES 
Focus on the diagaosis of kabche by the history. d m  thm physical exam. 
laboratay or X-ray d t s  
Use the case s h d i a  to stimulate discussion ofthe M s  and aerrmKnt ofditkm1 
types of headache 

MATERIMS AND EQUIPMENT NEEDED 
OIPghesd projector. ~ ~ r c i c s .  tlip 
-study 

LEARNING POINTS 
Migrailleheadeche 

Common migraine 
Throbbing,lmilaanlorgeaaalizad~lyscvac,pescatoll 
awaLa6n&sometimesaccompcmiedbynrnncaaadvamitiog.Lnb~ 
todays 

classic mi* 
nrobbh&unilabcral,dlypeadrdbymmofvisualor 
nam,logicaI signs, lests few hwrs, may have specific trig- arb sr 
fooas lights 

Clustaheadache 

minutes 

r'd@ySioiogy ofmipine 
Thollghttobecltusedby~vationof5HT2(d)~intkbmh, 
with rrleae of' ym~Thisinnanmriancllussbotb 
v a d h t d i o n  of blood & and irritdoo of aave fibas 
Classic mimahe mua may be cawed by Iocalizrd, tmmht of 
ccdnd b i d  v*rsels 

Headache 



Common triggers of migraine 
Caffeine, stress, hereditary component, drugs (alcohol, vasodilators, nitrates, oral 
contraceptives, estrogen, progesterone), depression 

Differential diagnosis (exclude by history and physical exam) 
Intracranial (subarachnoid) hemorrhage, intracranial mass or tumor, temporal 
artexitis in elderly, severe toxicity (drugs, carbon monoxide, lead poisoning), 
meningitis, prior head injury 

Treatment 
Acute migraine attack 

Pain relief 
Analgesics, anti-inflammatory med, narcotic medication 
Sumatriptan, orally or subcutaneous 

Suppression of nausea and vomiting 
Promethazine, Diphenhydramine, metoclopramide 

Prevention of overhratment 
Treatment 

Muscle relaxation and massage, anti-inflammatory 

Muscle contraction headache 
Pathophysiology 

Tightness of neck and jaw muscles causes muscle fatigue, compression of 
small nerve bundles (such as occipital nerves) 

Symptoms of muscle contraction headache 
Occipital-frontal, squeezing pain, begins gradually and slow increase, 
often "band around head", accompanied by neck pain and tightness, 
occasionally with nausea and vomiting 

Differential diagnosis (exclude by history and physical exam) 
Sinusitis, intracranial mass or tumor, dental infection or abscess, prior 
head trauma, neck strain, occipital neuritis 

Psychosomatic elements of muscle contraction headache 
Depression, stress and anxiety 

Treatment 
Muscle relaxation and massage, anti-inflammatories 

CLINICAL PROTOCOL 
See attached algorithm 

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES 
Headaches can be diagnosed mainly by history and focused physical exam; X-rays, 
lab, and CT scans only rarely needed 
Recuning headaches can be controlled and decreased, but usually not eliminated - 
patients must modify their expectations 
First preventive strategy is to eliminate caffeine from diet 

Headache 



Sqpmsiive medications for migraine (pquimolol, vcnpamil) must k taken 
continuously and daily to be dfeaiive; will samctimes diminish but not eliminaw 

Patiat or family amweKng irsuca: 
Keep headsche log or diary 
Watch for elements of anxiety, anger, dcpsion and rroognitc their mle in rrnariog 
headaches 
Recognize that medication only suppr*rsa headaches, but docs not cure them 

CRlTICAL ELEMENTS FOR REFERRAL ("RED FLAGS") 
Sudden onsct of the %rst headache of my lifen 
Presence of fever, neck S~S~KSS, or change in level of consciousncs 
Headache that awakens patient at night 
Severe hypertension (greater than 2001120) 
Persistent neurological signs such as local wdmcs, darrasd vision in one ys 
change in speech or pasonality 

CASE STUDIES 
Fint patient - This is a 46 year old woman who is complaining of a smrr hadrtw, 
whichshehashadfor4days. ShehashadmanyheadachesinthepaQoh4~5pcr 
month. They usually begin on awakening in the morning. arc deacrikd as -. 
am felt throwhorn the entire head. and she can feel ha heartbeat in ha head. 
Occasionallf* will become nausested, and finds that bright ti@ makes the hadrhe 
worsc. T h e ~ h e t o d a y i s w w o ~ e t h a n h c r p n v i w s ~ h s ~ ~ h e ~  
now. 

Questions: 
1. W h a t t y p e o f ~ i s t h i s ?  
2. What linther questions would you ask, wha! elements of th pbysial aam 

shwld be done? 
3. What can you give her to help with the immediate pain? 
4. What can you o&r ha to help with prevention of thac kdd~~? 

S c c o d p t * . t - ~ i s a 5 2 y e a r o l d m r m w h o h a s n o t h e d ~ ~ , ~ h  
complaining of a hcudache most days for the past two weeks. 'Ibe hcadrhe seems ta k 
worscintbcfonheadanddthecyes,andiswascwhCnhebeadsfwrwlr& H e h a  
had a respiratory inkction for the past 3 weeks, and has not id  a thick, puruknt d 
disbgcfbrthepastweck Hebashadsowfcvaovathepasttwoarcdrs. 



2. What further questions would you ask, and what elements of the physical exam 
should be done? 

3. What c m  you give him to help with this headache? 

Third patient - This is z 32 year old woman who has had frequent headaches since she 
was an adolescent, often as often as 2 or 3 per week. She is accompanied in the interview 
by her mother-in-law. who trears the patient poorly. The headaches are described as 
beginning slow!?, often in the late morning or afternoon, and as a pressure, squeezing of 
her head. She does not become nauseated with these, and they usually are improved by 
the next day. She also notices that her neck and shoulders are tight and painful when she 
has the headaches. 

Questions: 
1. What type of hcadache is this? 
2. What furthe; questions wooid you ask, and what elements of the physical exam 

should be done? 
3. What can you give her to help with the immediate pain? 
4. What can you offer her to h ~ i p  with prevention of these headaches? 

CRITICAL POlKTS FOR EVALUATION OF COMPETENCE 
Recognition of clinical differences between migraine and niur-cle contraction 
headache 
UnderstanJtng of treatment protocol and sequence for migraine 
Recognition of danger signs of serious cause of headache 
Understand~ng of psychosomatic elements of headaches 

Headache 



Differential Diagnosis of Headache 

+--- -- .---i-- -. - - - - - - - 

I p- 

Throbbing @ulsing), forehead Steady. squeezing, "brmd i 
or part clf face. often unilateral. amund h a d -  entire head or 

I worse with light 
1 

' occipital-froo1al I 
- - - - -.+.- ,- - - - - - - - - - - -. L 

Onset 
-- 

a Early mornsng, after cmain Laterinda>.gradualm ; 
foods @nserved. cheeses, 
sausage, wine), may be 
preceded by murologic a m  
(classic migraine) 

C- -. . -- - -- - . . -- - - - - - - - - .- . -- 
i b& Few hours. occesiona!!y last for Usuall>- mosi ofbyIr o h  
1 days many days 

- -- -- - - -- 
Frequency Often with men.smation. may Oft- f-1- smnat 

a- times per w t e k  
I 

- --- - - - - . - -- -- 
'TG&Gns 1 Perfectionism, compulsiveness. I Stnra and anxiety. 

I women more frequent. positive depression, qually rmoog 
: famil) histor) men and uom+n, murk 

tig!!mes of neck a d  
shoulders 

I 1-. -. -- ----- - 
* Acute Treatment Sumatriptan ( \ \krc available), Analgesics, anti- 

anti-inflammatory. ergot inflammatory. ncck and 
s u b l i l l y  at orsct of aura shoulder murk 
(clessic migraine) stretching. relaxation 
Promethame, metoclopramide exercises 
for nausc&'vomiting 
Occasionally may need 

j m t i c s  

. -- 
Pmmtion Ropranolol, mapamil, anti- Musele ~ ~ h a t i o n  with 

dcpmssmts (amihiptyliae) ; s b c s s , m d e ~  
&-@==- 

L- - - -- ----- (smidplyinc) 
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CHEST PAIN 

LEARNING OBJECTIVES 

Describe the most common m u s s  cf chest pin. and thc c m s t i c s  of each 

Develop a systematic approach to the evaluation and emergemy management of 
ebest pain 

Be able to effectively manage and beat thc n o n - l i f c - U m g  t?ps of cbest pin 

TEACALNG STRATEGIES 

To diagnose normal ECG and use case sudia  to stimulate disuluicn and 
thinking about the initial wduatinn a d  matugement ofchest p in  

Use lecture or informal prrsrnlatim for didactic mamial. anall gmup d i m  
for prevention, counselin& and patient education issues. 

Gnnmon Caws of Chest Pain: 
I .  Coronary artery disew (Angina, k u t e  Myocardial Infamim) 
2. PuImonary embolism iPE) 
3. Acute AdcDisenion 
4. Plcloopericarditis 
5. Spomaacw~RKumnIh0~~ 
6. Musc&skeleml 
. Ciastmintstid Tnrt 
8. PsycbosanaticDisadcrs 

Clinical Pmentah  

I. Coronary Disease (Angina, Acute M)nocdrdii Inkction) 

Pain with angina pctoris is o h  mmlanal, d i  m tbc neck, 
jaw, epipsbiwa, shoulder, a rn 

b. ~typidlylrrtskg~lOminUt*rdisrelduifb~or 
with nh-gl.yxke 

Mmadii Infarction: Paima with (MI) typically m p b m  oinddcn 
onsa of s u b a d  p in  which may ndirc 



a. Associated with dyspnea (shortness of breath), diaphoresis, 
nausea, vomiting, and anxlety. 

b. Pain is unrelieved by nitro-glycerine and usually lasts 30 minutes 
or longer 

2. Pulmonary embolism (PE) 

Pulmonary embolus is another common cause of pleuritic pain and 
tachypneoa, tachycardia, shortness of breath and possibly hemoptysis 

a. Rales and a pleural rub may be present 

b. May progress to acute right failure and pulmonary hypertension 

c. Typically associated with risk factors such as immobility and 
surgery or labor 

3. Acute Aortic dissection 

Dissecting Aortic Aneurvsm: presents with excruciating, tearing, or 
knifelike pain which is sudden and maximally at onset and lasts for hours 

a. Usually pain is located in the anterior chest but may be located in 
the abdomen and move as the dissection progresses; often radiates 
to thoracic area ofback and lower limbs 

b. Signs may include lowered blood pressure in one ann, absent 
pulses and paralyses 

Stitching or stabbing pain 

Increases wit respiration or movement 

May be preceded by history of febrile illness 

5. Spontaneous pneumothorax 

Spontaneous pneumothorax can cause acute, unilateral, stabbing pain with 
dyspnea 

a. Typically, there is decreased breath and voice sounds over the 
involved lung 

b. Incidence is highest in young men or in older patients with chronic 
obstructive pulmonary disease 

Chest pain due to mwuloskeletal factors is variable and may last from 
few seconds to several days and may be sharp, dull or aching . Pain is aggravated by movement and cough; the chest is tender on 

palpation 

Chst Pain 2 



a Special type of pasoruli 

H i i  (Length of histoy will d e p d  on patiad's clmial pcmuath; rgid 
historyforanypsti~~twi~asuspcaedanagcacyeoaditioaarhasMIa 
d i  aatic aoanysm and plbnonrry embolism) . Danmi whabcr onset was sudden a gnhral 

Ask patim to describe the pain: locaion, Fegioa of idation (to h l d a ,  
inna arm, hcanq neck, b&, lmr jaw a cpi@um), d d&: 
(Usually minutes, but if more than IS rnmcdes, assess fa MI) 

. inquire about rdicving faaas such rc us of n h - & u t k ,  nscids, intlLc 
of food, rts 

m DclamincwhdbaptMltba cooristcnt vinl llaar a if odwr manbas of 
the housebold haw a vhal d i  



Physical Examination: 

Observe general appearance of patient, assessing for level of distress and 
anxiety, obesity 

Measure vital signs. Take blood pressure in both arms (dissecting aortic 
aneurysm may present with discrepancy in readings between arms) 

Inspect skin for'pallor, cyanosis, jaundice, or herpetic rash 

Examine eyes for jaundice and arcus senilis (circular cholesterol deposits on 
the cornea) 

Auscultate carotid pulse 

Palpate neck for lymphadenopathy and thyromegaly 

Perform a complete examination of the heart, noting extra heart sounds. 
murmurs, and clicks 

Examine chest wall for herpes lesions and signs of trauma 

Palpate chest wall noting tenderness and swelling 

Auscultate lungs for equal breath sounds, a pleural rub, and crackles and 
wheezes 

Auscultate abdomen for bowel sounds and bruits 

Palpate abdomen for tenderness and masses (particularly in the right upper 
quadrant and epigastrium), organomegaly, bounding pulses, and ascites 

Palpate for femoral pulses (with absent pulses suspect dissecting abdominal 
aneurysm) 

Assess lower extremities for diminished pulses, unilateral oedema, and other 
signs of phlebitis 

Patients who  resent with ~ a i n  that changes with movement should have a 
~ ~ 

musculoskel&l and neurd~o~ical exam performed, focusing on focal 
tenderness, muscular weakness, and motor and sensory deficits 

Diagnostic Tests 

If MI ia mrpectd, refer patient immediately for emergency 
a r e  at the hospital. Do not writ to carry out any tests. 

Diagnostic tests are based on the information collected in the history and physical 
examination; not every patient needs a routine chest x-ray and electrocardiogram 
(ECG). If Diagnostic Tests are not available a! the facility refer patient for further 
investigation. . Consider ordering an ECG in patients with suspected MI, angina pectoris, 

picarditis (ECG may be completely normal in ischacmic cardiac conditions). 
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- Consider arduing a chca x-ny in the fdlowing mes 

a. Swpcctcd chest trauma ouch u rib fraaurrs 

b. S u q c a d  pbaarYy diseased such u pKlmaaia 

e. Suspend p~lrmothorax or pulmonary embolus 

PlanlManaganent 

1. If ischemic chcst jmiu give: 

. EiTG and oxygcn, if not rupondimg: 

Narcotic (Morphine IOmg.) and andk to hospital 

' 2. If suspating aortic dissection: . lfblood pmcnc is  elcmcd, rcducc immcdisaciy . Namotkforpain 

. Transfato hospiEal 

3. If suspcchg pulmonay embolism: 

o m  

relief of pain ( Not narcotic) 

4. If pain is relieved by NKi tablcts, advice the patient t o p  to a speialii 

5. Oha cause of chest pain will be aahd arordimgly 

WVENTION ISSUES AND PATIENT EDUCATION 

Auowtiwforthepticmwcxpaseoamnsrodqucstiam 

For Angina 

Educate the patient about the symptoms of angina and when to mognizc that 
helshehascomnaychestpain. 

. This should be taken as soon as the p i n  is Mt (disamfat). Rdikfir 
uPurlly withii 1-2 minltta. Ifpain is not r c l i  anothu8Ma an be 
taken after 5 minutes up to a maximum of 3 tabla per me attack. 



The patient can be instructed to take a sublingual dablet before any 
effort that is known to cause the chest discomfort, e.g. climbing stairs 
meals etc. 

. If the pain lasts longer and is not relieved, the patient should be. quickly 
taken to a hospital for possible unstable angina or acute myocardial 
infarction. 

CRITICAL ELEMENTS FOR REFERRAL 

Suspected myocardial infarction, pulmonary embolism, aortic dissection, 
pneumothorax, or pericarditis. 

Persistent chest pain that does not respond to usual treatment measures 

Chest pain of any type with severe hypertension or decreased blood pressure, 
persistent tachycardia, increased respirations or shortness of breath 

CASE STUDIES 

1. You are seeing an anxious 30 year old woman in your health center. She 
presents with a complaint of chest pain for a week. She describes the pain as a 
dull ache in her left chest without shortness of breath, diaphoresis or arm or 
jaw pain. It occurs at rest and is not worse with exercise. On physical exam, 
she is afebrile with a BP of 1 10170. In general, she is thin and in no apparent 
distress. Her heart sounds are normal and her lungs on clear. On palpation, she 
does have some mild pain in at her stemoclavicularjoint of her left chest. 

a. What is your differential diagnosis? 

b. Do you need to order an EKG? 

c. What treatment will you initiate for this patient? 

2. A 50 year old woman presents with complaint of chest pain for several days. 
She describes it as a dull ache in her substernal area that comes and goes, - - 
sometimes causing diaphoresis and occassionally left arm pain. It is not worse 
with exertion. Her cardiac risk factors include hypertension, smoking and 
hyperlipidemia On one occassion, her pain w&so severe that she t&k her 
husband's sublingual nitroglycerin and felt better a few minutes later. She is 
convinced that she is having a heart attack although she is without pain today. 
Her physical exam shows a mildly obese woman, with HR 87, BP 132187, 
afebrile. Her cardiac exam is normal and her lungs are clear. You order an 
EKG which is unremarkable. 

a. Besides a cardiac etiology, what could be causing her symptoms? 

b. Do you need to do further testing to evaluate her chest pain? 

Chest Pain 



3. A30proldwomrnpaeaamQhalthams6acbcrtphtWrwed 
culitodry.Sk~bcJthcpainednrpaadonhrri**wrrwim 
&aEIJriqgadeepWTbepinartedilddealy.SheWm 
s h w t o f b a t h . b a t h . ~ ~ ~ q u c s t i o m . ~ b c d e n * s ~  
m e d i a l p r o b k M . ~ o k a ~ 8 ~ d 1 m ~ 8 ~ 0 f d g n o a 8 d r y . S b c  
~rrc l lmcdf imabusinm~tomCUnioedSolmes.Onphyr ic l l~  
hai~nnch38.5cdsius.pllsci~110, . . mc16rdBPis 
I s o ~ ~ ~ o .  You lira. m k m b e r  b w Z = n k ~ a ~ b r ~  
howeva she is unable to takc a deep b d  m tbc pin. Hcr kat 
soundsmnomulexceptfor~~mudshch.smehatdlpain.Ya, 
order an EKG and a chest X-Ray. 

rWhO do you think b the auuc of ha pin? 

b.WbrPothaccsawouldyou Iikctoorda? 

c. What is your non step in managing dtis pcltiad? 

4. You~rt thtdofabusydrymyourheahhadcr .Tbefrhcrof~d  
ywrpticntrissiaiagquietlymthcw8itiagroam.*besuddmly* 
hiscbcstmdsl~ova.Younnbtoaaa~hmmdfiadhim1D~c~ 
d bre&mg slow shdlow breams. 

aWhatsbouldkthefirstsbcpin~gthisptiart? 

b.Wbatotbcrstcpsshouldyoutakcat~halthaam? 

c. WhO is  your diffantial diagnosis? 



Cerebro-Vascular 
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CEREBROVASCULAR DISEASE AhP STROKE 

TBACaMCsrMTEcIES 
U s c : s c v c h  
Small group discunion fn pcucntim d cmmcling 

MATERULS AND EQUlPMUW NEEDED 
w h i t c b o m l . r m r t a s f n ~ ~ r 8 ~ j ~ p o i d s  
Ovemcdpmjcaor 

LEARlYIlYGmMIS 
*dmlioloey 

700.0001m~csehycr(artofaduhpopJdaaaa40~of  
1 lO.&Nl.ooO) (d incidcna of 0.6%) in US. 
3 millim stmbc d v m  in US. (3% of &It poplbDim -40) 

PamophysidoMofsmkc 
= M-8O%mischanic(dccnrrcdferrbralbbodfknv)-#))Llc 

(b*edhyinrotbcbnialiunrupcmcdMld) 
~ ~ a m t h m m b o c i c ( d o l f o r m r m ~ ) d 3 S K ~  
(clot 6rom aaathcr pall of chlrrtion) 
~mptboph*logyki .cLofoxylp! lo-edlsd~ofsarr  
ecns withim nlinuus 

Tdcnt ls tbemi fAmdr~)  
Trmpmrydcatracinbloodflmudoxnta,rb.ia-me- 
O f m u s a c * t t d w i f h I l n r l l c m b o l i o f c k u a p * D c k b d M ~ ~  
Camwnsympomr-~pmtyrlr ,d imwihipJ; iqLcr  

" y confuPion a disaicnmbo - ALL SYMPTOMS CLEAR 
COWi.ETELY WnHlN 24 H O L J  
~uanlly.vmaiagsipoffunscsadce(a%r*kofstrobcpcrycr) 

R i S k f i c t m h ~ z ~ u l d i  . 
'IU 
Hcrtdbc&apkkllym*lfibriIldoa 

-Di.baa . 
hvrraomehderaml 
c iwSdh8  



Clinical pmenmion of TIA or stroke depends on location of deed blood 
flow and size of area affected 
Thrombotic stroke 
* Formation of obstruction (plaque) in carorid or oatbral Meries - Usually occurs in older people with existing athemsclerosis - OAcn intermittent symptoms which women over hours to we& 

Common tindings - partial paralysis, difficulty with speaking or 
understanding, canhision and disorientation (same as with TIA, but do not 
resolve within 24 hours) 

Embolicmke 
Onset is usually very sudden 
Neurologic symptoms ma) be mild or severe with sudden hemiparesis 
Symptoms same as thrombotic stroke 

Hnnmorhagic stroke 
CauKd by rupture of artery or vein in brain, sudden on& 
Neurologic symptoms are similar to embolic stroke, however may be 
associated with: 
- Sevm headache 
- Sudden unconsciousness 
- Nausea and vomiting 

Evaluation and Diagnosis - History - Onset of symptoms - gradual or sudden 
- Associated symptoms (headache, pain, vomiting, change in consciousness, 

schurc) - History of athersclerotic disease or other risk factom 
- Past history of nuvologic symptoms 

Physical examination 
Complete neurological and cardiac, and respiratory assessment 

* Carotid bruit - presence may be important sign of obstruction, but absence not 
significant 

Initial Management of suspectedTIA or stroke 
Patient 4 t h  n&ologic symptoms suggestive of stmkc must be trcatcd as a 
stroke, not obscrved for possible TIA - only time can distinguish b e ~ ~ e c n  
stroke and TIA 
Maintain cardiovascular and respiratory function 
Support blood pressun with IV saline if patient is hypotensive 

= Reduce blood pressure only if diastolic > 120 or systolic > 220 
If patient diabetic, give glucose solution IV to avoid hypoglycemia - Give Paracetamol by mouth or rectum if patient has a fever 
Refer as soon as possible to hospital for further evaluation and treatment 

= If pntient with an ischemic (thrombotic or embolic) stroke can be evaluated in 
specialty hospital within 3 hours, use of t-PA (Tissue Plasmhogen Activator) 
can dissolve clot and improve outcome. There is no value to use of t-PA more 
than 3 h m  after on& of nmke. 

a Rehabilitation of stroke victim 
9 Goal - Return the patient to as much physical, emotional, psychological 

independence as possible 
Anticipate some improvement over 1-2 years - little improvement after that 
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RnentonofStmlrc 
TICS bypercmsim rggressively in dl popk. rcgmdks ofage 

= Camoldiabaa 
= stopmoti 

Identify b i l k s  with high chokacrol. d lova & ~ I  ~ilh did d 
medicmion - I d e n t i t y d ~ T U w i t h p e w n i v c ~  

. - unwmapasia* - Ideati@ mid BbrilLtim and begin m t i - ~ ~ ~  a sum a pssible 
~odiEatiaru".,cdfamdrrprevaaioa 

- 

+-325mg/&y-Rduasshdreh?paicrmdTUarbthaorsb 
25 -4096 
Ticlopidine. dopidopel dipymdok-dbcrp- hJlibiDm - May k nwgidly mom cRstive than @ria, but much mom crpearin - Si- rdc ofpotentid side dTcctr (*ukopcni. rim ticbpidhr) 
lnprtiadswithparistntmidtibilktion-nt-withw6rm - RcdPfa risk ofanbolic mokc by 20% - Must bahnce brrrucd ridr of inbaamid blcoding 

9 CPotid cdammmmy - surgical rrmcwal ofcbokasol p l q m  m fmDid 
arcaa 
- Mayk&ativeinpd*aswith~?C%obstndmmdbiofTIA - Sigdicmt  risk ofsbokc during surgwy* myclnlil i n h t h  Uc 

HEAL- EDUCATION MESSAGES 
S a d c c e a k p e v d m m a y a s c s w i t h p m p s ~ m :  

-1 ofhypaocmian d diabetes 
* ~wrmotime - ~ l o f d i d m d c h o ~ l  
= RceuQcracianrhaswliking2-3itm.~iy 

T&hg srpirin 325 mg daily 
G o m h H a W C e n m a H o r p i u l ~ ~ ~ J . ~ o u R o t i c e n y o f &  
following in yourself a r fmnily m r m k  - ~ a r c r l o m o f p u t o f h b o d y  
= Sudden ditkulcy spaking or ~mdmadmg 

Collfuricnadiariclnrtioa 
= Stvachcdrhcmatyouhrvcmrrhdbcfm 
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BACK PAIN 

LmRNING OBJECllVES 
Describt that the risks faaors of developing acute and clucaic k k  pis 
UndcREaad the natural history of uncomplicated low baclt pain 
Develop ctfeaive rrtratcgy for diagnosis of back pain, diagmse thc mgcnt case, the 
seriouscsse,dwhichaadcoasavative~mt.dwhrnr~rcfan,  
physiotherapy 
Reduce unneassdy imaging studies. 
Appropriate mnp-logical &pharmacological m a q p m t  

TEACHING STRATEGIES 
Stnss~~~rnthiaoryimdphysicalaamisthcmort:~tplrtof 
~ o s t i c ~ o n  
Leeturcdkussionforthc: 
a Common causes of back pain, and 
b. How to d i f f d  behrun benign and malignant amditiom 
c. Preventive care of b s k  

MATERULS AND EQUIPMENT NEEDED 
Anstomid model for the bads with anatomical sbuetura. 
White board and flip c h ~  and markas. 
~ p m j e c t o r a n d ~  

LURNING P o r n  
1. Deternhc tht rbk hcaor for back pain, me- 

mPW Long bows of silting 
Mciasmticcance~ Poor job satisfaction 

apresioa 
Alcohol abuse 

L ~ m m  T m i d  jobs b i b ,  
Multiple mydoma T~cLiardod~iving-loog Amdety 

pcr id 
Pelvic disssc lmaopa lifting Poa.aobiceonditioll 
Infeaions (TB. abccs) ~ p o s t l l r r  

2. ~ml. . t io l lof thtptkat*b.eluk 
a Important elmwatr of thc histoxy 

~ ~ o n , s e M i t y o f p a i n - ~ o f ~  
~ d r d i a t i o n o f p a i n  
Aggravating and relieving hctors 

Back Pain 



Associated symptoms (sensation, sphincter control, weight loss, sleep) 
Ability to work 

b. Important elements of the physical examination 
Gait, posture, flexibility 
Palpation for tender points and muscle tone and spasm 
Range of movement of joints and spine 
Straight leg raising and confmatory tests 
Neurologic exam (nerve root specific strength and sensation, DTR) 

c. NOTE: X-rays of the spine are not necessary as part of initial evaluation when 
no neurologic signs are present. May consider referral f o ~  X-rays or 
computerized tomography when conservative treatment fails to resolve pain, 
or if neurologic signs are present. 

3. Musculo-skeletal strain 
a. Common elements of history and examination 

Most common cause of acute back pain - 70 - 80% of all cases 
Onset may be gradual or acute, often within 24 hours of a known strain 
from fall or lifting 

8 Pain is diffuse across the low back, may radiate into hips or buttocks 
No numbness, weakness, or change in reflexes of lower extremities 

b. Pathophysiology of musculo-skeletal strain 
Tearing and injury to paraspinal muscles, ligament attachments over 
pelvis, or to ligaments of facet joints of lumbar spine 
Reinjury is common, because of insufficient healing before muscles or 
ligaments strained again 

c. Natural history of back pain secondary to strain: 
90% recover within 6 wks, with or without therapy 
75% of acute low back pain return to work within 1 month 
2-3% last more than 6 months 
1% last more than one year. 

4. Lumbar dim diieue 
a Common elements of history and examination 

8 Onset often more acute, related to strain or forward flexion 
8 Pain markedly worse with cough or strain 
8 Pain often radiates into posterior thigh of one leg (sciatic radiation), and is 

worse with &etching of sciatic nerve (straight leg raising sign) 
8 May be accompanied by numbness, weakness, and loss of reflex of one 

1% 
b. Pathophysiology of disc disease 

Herniation of lumbar disc with compression of one or more lumbar nerve 
roots 
Usually occurs at L4-5 or LS-SI level 

c. Natural history of disc disease 
8 Most cases of acute disc herniation resolve with time with conservative 

treatment 
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5. Psycho-somatic h e s  in back p i n  
a Risk factors for disability 

B a c i r p a i n ~ i n m ~ i n w f r i c b t h e o t h c r p a s o ~ i s ~ v e d  
tokatfhlt 

&i--,h 
Chronic life suesscs 
Work-dated badr injury 

6. ~ ~ a r k o f b d K p r h  
a Mechanical causes - herniated disc, spodylolysh, qhd smosis (dderly) 
b. Keoplasm -primary or wtastatic amm, multiple mydam 
c. Infectious etiology - infection of disc spece (cqccidy in childrm) 
d. SpondyIoathm@k - aukylosing q m m l y h  
e. Metabolic causes - osteopomis with va te ld  frclctmr: 
f. Exbinsic disease -pelvic inflammntory discme, uriumy h.rt infedan 
& mlogi~-suppeJsedtngaor-  

7. C o 1 1 # r n U v e ~ e n t o f b r r l m d r p h , w & b o a t ~ r b k ~  
a Brief. initial bed rrst for 2 -3 davs onlv - onlv until uab immovk - - 
b. 1ce pack initially, followed by l&cpl h& aod ma&e 

e. ~usckshcngthmingofabbmcnadb.elr 
f. Appropiate use of corset or extanal sup- 
g. Mensgrment of associated emotional and psychlogical f.das 

PROTOCOL FOR BACK PAIN 
NOII-argat - Manage with vial of c o d v e  -am& 

M i l d t o m o d a a t c p a i n o f ~ t ~ ( < 6 w s d y . c u t e )  
Impwdwithlyingdown.wo~ein~pcrriaiollorJtaopiag 
AbsenaoE 

a Bowel of bladder sphincta disarda 
b. F N ~  
c Rscentweigbloss 

Nose: l n i t i r l ~ o 1 1 o f l o w b a c L p r i a w i t h & i r t i e d ~ a m i l d ~ a v z  
l o o t c o m p m s i o n s i g n s a n k o f t c n ~ s d e l y w i t h ~ ~ ~  
and closc follow up for improvemen! 
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Unreledug night pain 
Pain with significant distal numbness or weakness of the leg(s) 

= Loss of bowel or bladder control 
Progressive leg weakness or loss of sensation 
Anxious patients 

CASE STUDIF.S 
1. A 36 year old man noticed immediate pain in the low back on lifting a heavy box out 

of a truck 2 days ago. He has significant pain with standing or walking, and the pain 
radiates from the back into the right posterior thigh and calf muscle. It is much worse 
with coughmg or straining. He walks very slowly bent over at the waist. He is 
urinating and stooling normally, and he does not notice leg weakness. 

a. What is the most likely cause of this pain? 
b. What specific steps in examination can confirm this diagnosis? 
c. Is this an urgent or non-urgent situation? . 
d. What should be your recommendations to this patient? 

2. A 62 year old woman is complaining of pain in the mid back for the past s e v d  
weeks. The pain is dull, sometimes worse with long walks, does not radiate to the 
legs, and sometimes awakens the patient at night. She is somewhat short of breath, 
and has noticed decreased appetite and some fullness of her abdomen. 

a. What is the most likely cause of this pain? 
b. What specific steps in examination can confirm this diagnosis? 
c. Is this an urgent or non-urgent situation? 
d. What should be your recommendations to this patient? 

3. A 42 year old man noticed some low back pain on getting out of bed this morning, 
and presents to the Health Center asking for a release from work for today and 
tomorrow. He was unloading a truck of heavy boxes yesterday; he did not notice any 
significant pain while working. Today, the pain is in the middle of the low back, 
radiates slightly into both upper legs, and is ncrt worse with a cough. Thexe is no 
weakness or numbness noticed in the legs. 

a. What is the most likely cause of this pain? 
b. What specific steps in examination can confirm this diagnosis? 
c. Is this an urgent or non-urgent situation? 
d. What should be your recommendations to this patient? 

PREVENTION ISSUES AND AEALTH EDUCATION MESSAGES 
Concentrate on preventing back trauma and consequent disability 
Pt education, pre-employment physical examination 
if there is a relation of job related back pain 

a Measuring strength, and prescribing general fitness exercise job design modification, 
cessation of smoking 
Correction of obesity 
Aerobic fitness 

Back Pain 



CRITICAL ELEMENTS POR ReFERRAL 
Suspicion of malignant or tnfediom came 
History of significant trauma 
Chron ic lowbackpa inmorr thankmomhs~  
P ~ ~ I C C  of any of the following: 

cauda quiua syndmme (loss of bowel, blaQLer qhhctcr coatrd) 
hgrcsivc or significant ncuromotor deficit, foot dny a f am iad  n u d e  
weakness such as hip flexion weakocss of q u d i c c p ~  urcaLmJ 
Persistent newmotor deficit more than 4-6 wks of arnsnntivc Rx 
Reseace of bulging disc a d  oeverr pain with papistent neumlogical dcfidt 
Failure of mponse to conservative managemem (4-6 wlu) 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENa 
R o p e r ~ o s i s ~ c l a s s i f i c a t i o n o f l o w b a c k p a i n - u r g a l t a m d ~ c a c ?  
AppPpriatt non-pharmscologiul mmgamI? 
Role of medications like NSAID, muscle relaxing? 
-4ppmpriate pnticnt e d d o n  regarding back pain? 
.Managemem plan and life style modification. 

Back Pain 
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LEARMNG OBJECIlVES 
Diagmsx dqmssion ~ ~ l y ,  especdiy wbml# a hiddm hm 
Treat depression efkctively with c o u ~ ~ ~ ~ l i a g  and medidon as needed 
Undastaad collainm~!~ lmfmcnt of depression between primary care provida 
and psychiatrist 
UnQrnwd predisposing fecton of depression 

TEACHING SIlUTEGlES 
Presentation of didactic mataial, including DSM crituia 
Lecturediscussion 

MATERIALS AND EQUIPMENT NEEDED 
Flip charts, white board markers 
O v e r h e s d p m j c c t o r a o d ~ y  

LEARNING POINTS 
Diagnosis of tkpsion 
o DSMcritaia - Loss of interest in life 

Ldckofrnagy 
Sleep and appetite changes 
we* chaoges ( i  or d d  - Feelings of loss of hope 
Unrble to make decisions,  MI smell ones 
Pmcqmion with death and suicide 

o DBkncc bchmen bipolar and mipolar mood disonkr 
Bipolar- alternating between h m v i t y  (dl) md 
Unipolar - pasistently deprrssed 
~ r c a t i n g b i p o l e r d i s o r d e r a s p l r r d e p r e s s h n m a y ~ ~ ~ ~  
lead to saious conrequenc~~ 

0 Diffaaw bawxm dysthymiaand deprrssion 
8 m y m i a - l o w g r a d c d e g e s s i v e ~ d r a t b a s ~ f u o ~ a 2  

yccas;notvayrrsponsiveto- - Dqmsion - enne depressive mood for at 1-2 mdcs; Hly 

to- - Implications for management 
o RislrFaaonfordepnssion 

Abdominnlmalignaucia 
Longtamdvonicillocss 
Chronic family or SiMoRal smss 
Family history of drprrssion 



History of childhood sexual abuse 
Alcoholism in patient or a parent 
Significant recent losses of close friends or family, especially in the 
elderly 

o Screening for suicide or homicide potential 
Suicide several times more likely in depressed patient 
Patient usually gives indications of suicide intent prior to actual suicide 
Discussion of thoughts of suicide will "give patient the idea" - they 
have already thought of it 
Ask about specifics of suicide intent - method of choice, when, where 

o Management of suicide potential - Refer patient to psychiatrist or mental hospital when possible 
Alert family members to suicide possibility 
Take away possible means of suicide ( g w ,  medications, knife, etc.) 

Management and treatment of depression 
o Counseling and wgnitiveiinsight therapy 

clinical psychologist can be of great help 
encourage patient to talk with family members and medical staff 

o Assure and help patient to develop support network among family and friends 
o Medications, including effects, common side effects, contraindications, dosing 

strategies 
Imipramine and Amitryptiline 
- Common side effects: dry mouth, drowsiness during the day, 
constipation, weight gain (usually about 2-3 kg.), postural lightheadedness 
(especially in the elderly), bluned vision 
- Beneficial effects: very effective in acute depression, must be given for 
at least 3-4 weeks to see beneficial effect, patient must be counseled to 
continue medication in spite of minor side effects 
- Dosage of medication (imipramine or arnitryptiline) - begin with low 
dose at bedtime (10 mg in elderly, 25 mg. in younger adult), and slowly 
increase by 25 mglday every 4-6 days. Maximum dose - 150 - 175 
mg./day 
Fluoxetine, Sertraliie and other SSRI -preferred medications when 
available 
- Common side effects - very few of the side effects of imipramine, 
occasional nausea, mild tremor or anxiety 
- Beneficial effects: positive effect noticed within 4-6 days, can be slightly 
activating, so best to be given in the morning to help with lethargy 
- Dosage of Fluoxetine - begin with 5 - 10 mg every morning, increase as 
needed slowly to maximum of 40 mg. per day 

o Avoidance of use of minor tranquilizers (diazepam, etc.) 
These often .aggravate depression 

o Caution regarding exclusion of bipolar disorder before initiating therapy 
o Use of Electro-Convulsive Therapy (ECP) and indications for referral 

= Used in severe depression in patients who cannot tolerate the medications, 
or when medications are not effective 

Depression 2 



. .. 
0 C L .  t t l a q l y w i t h d ~ ( l i t b i u n , ~ e c E . )  . UJedmpldimtsmwhomabipdrr~iarmpcocd 

May inaeare bmefits of antidqmamt 
o Follow up of -on 

rn Fnqueati,,W,+& , A . L i s t e n ~ d y m o r e t h a n ~  

Manage ammao medicatim ride d%us 
+ hynssofmordh-auckingmlaaDap&ladnp 

D s y t i m e r l m w s h s - t a k c d ~ a t b c d l i m h ~ l a a r a  
dosc 

+ Constiption -daily fibw in diet 
+ Slowed thinking - paticncc; this will impmvc with time ad 

impDvcmmt of the dqxession 

CASE STUDIES 
1. ~ 3 5 ~ e a r o l d w o m m ~ c o m e ~ ~ e r y l O L ) a t o ~ H a W ~ w i m a ~ d  

proMems M o s t r t a n t l y s h e h a s b a n e o m p ~ o f ~ c v q y d r y .  

~ ~ 2 h o u n ~ t h e d t o p r a y a c v e r y d . y . - ~ i s ~ t h e d d  
dasaotwanttodoanythiaeannmdthcholae. H a ~ i s ~ h s t o c n f o r  
ha 5 children 

a Is this womm depressed? What s i p  and s)mpbm point to a away 6mm 8 

dirgeosis of deprrssion? 
b. What can you do to help this mrman? 

2. A42~oldmsllcamstotheH~Cenm~fa*mcmcdirineforhu 
hdacbes. l l u y a r e i n h i s f o r e b e a d , a r e ~ i n ~ d i m p m C w i c h  

HismothahadbeoDvcrysickfortbepst6maaftawithbrc.l1 
canca,andjlutdied2weeLsago. Hethinksofbaalot,butisdccpisewithort 
difficulty. His appetite for food aad his weight is ~undwqd He is still w&bg 
evcryday,aWwghhedoesnotcnjoy hiswok 
a Is this mm depressed? What signs aad symptoms point to a away h o  a 

dhgmais of deprasim? 
b. W b t  can you do to help this patient? 

mud-any~-~~issl~bata,&~~.bletogdolltofkd-~-at 
least 2 -3 hours each day, which is bctkr than a week ago. However, she wPltr do 



stop the medicine because she has a very dry mouth, and she is sometimes dizzy 
when she stands up suddenly. 

a. What should you do with the medication? Should the patient stop the 
medicine or not? 

b. What can you counsel the patient at this time? 

PREVENTIVE AND HEALTH EDUCATION MESSAGES 
Avoidance or management of chronic stress 
Management of chronic family and marriage stresses 
Need for empathetic support among family and friends (support network) 
Appropriate expectations of anti-depressant therapy and counseling 
Depression not a weakness or shame - is a medical illness with emotional 
manifestations and multiple causes 

CRITICAL POINTS FOR REFERRAL TO SPECIALIST 
When initial diagnosis of depression obscure or in doubt 
Presence of mania or suspicion of bipolar illness 
Porential for suicide or homicide, especially in early phase of treatment for severe 
depression 
Failure to improve after 4-8 weeks of initial anti-depressant therapy 
Severe depression with significant withdrawal, refusal to eat, refusal to leave bed, 
etc. 

Depression 
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LEARr'nNCOeJECIlVES 
Dcsaibe the ptbopbysidogy ad W of dirktes d tk vlLpe of bbod @mat 
ccalml. 
AppoprhtcrreeniDgmdarrad~of* 
Devdopllle&ctivcuatmaItplmfadi.kta 
C a n r m m i c l o e t o & ~ d f i m i l y ~ a c p r a d ~ i n t b e  
Mds~pevmtionmdcJJnedordlbccer 

' ad mmrgaamt of comphcdoa 
. . 

0 -  

Knowledge of n d  of rrfanl 

MATERIALS AND EQUDMENT NEEDED: 
- p r o ~ ~ t n m p m n c y  
~ ' b a c b o d o r 6 i p r b r r t d d c n f b r ~ ~ g m r P r p o i m  

- - 

Y i u b r  Milcranrcubr 
t5nullvusen (Lap.- 

Disasc (ic. mrroMarbr compbclMm 
. . 

0 -  )istbemacofdclrb 
m 7 5 - 8 0 X o f ~ n i t h T y p Z  DM 



Dirbttea Contrd Compliatiw, Trhl  (DCCT) (NEM JMed 1993) 
3 Intensive insulin therapy in Type 1 DM resulted m DECREASED 

microvascular complicatio~~ (nauopathy, nepbropethy, luino*) 

United Kingdom Roapcelivc Diabcta StPdy (UKPDS 38) (Br MdJ; 1998) 
P Aggressive Glycemic Control in Type 2 DM had NO STATISTICALLY 

SIGNIFICANT effe* indcpcndently on MACROVASCULAR 
complications (myocardial inhaion, stroke, peripheral vascular disease) 

3 "Strict Blood Pressure Control" (< 150M mmHg) resulted m. 
21%&inmyocardialinfarction~.13) 
32% & in diabetes-related deaths 0 . 0 2 )  
44% & in strokes @=0.01) 
37% & in microvascular endpoints (p=O 01) 

Clinical c v h t i o n  of dibcta: 
Histoy 

Symptoms of diabetes (urination, thirst, weight loss, vision change) 
Current medications 
Past medical history 
F d y  histo~y (focus on diabetes, heart and vascular problems, kidney failure) 
Evidence of current diakic ~~mplicatims (vision loss, edema, vascular problems 
in feet, foot ulcas, paresthesias) 
0 t h  risk factors (smoking, alcohol abuse, drug abuse, obesity, history of 
cholcstaol elevation or hypettension, family history of diabetes) 
Life style facton (occupation, level of daily exercise, eating patterns, economic 
level) 
Dieteryhistocy 

Physieol ExoRliwtion 
Height end weight (calculate BMI) 
Bloodprcssure 
Ophthalmoscope acam (visual acuity, fimdoscopic atsm - refa to 
ophihalmologist for complete exam) 
Mouth and dental condition 
Thyroid abnormalities 
cadiacexam 
AWominrlewm 
Penphenl putre0 and distal capilltnycuculation 
Skin condition and edemq especially legs 
Neurologicel exam (especially distal tendon rdexes, foot pin, vibdon, position, 
tcmpemm smalion) 
Condition of k t  and toes 

Initial Labomtory Evaluation 
Fastingplmma glucosc 
Hemoglobin Al C 
F m h g  cholestuoi, LDL, HDL, Triglycaides 
atatinhe 
Urine albumin, ketones, and glucose (dipstick) 



-.tcLrric-mn 
Rcvier cmt* mmsummu of blood glucose: 



Evaluate camtMarl sdjusmmt to diagnosis and goats; counsel as 
needed 
If diet, exercise, and weight loss does not achieve goal glucose levels with 2 4  
months, begin medication: 
o Step I :  ghiclamide - begin at 2.5 mglday, maease as needed to 20 mvday 
o If no response to abow 

Step 2: Add m e t f h  -begin at 500 @day. &xed.% as needed to 2500 
mdday in two divided dosa 

o If no response to above: 
Step 3: Begin insulin therapy, usually by discontinuing oral medications - 
consider referral for initiation of insulin therapy 

IF patient significantly obese (BMl> 30): 
o Step I :  May BEGN with metformin 500 mgidey, increase as needed to 2500 

mglday in two divided doses 
o lf no reponse to this: 

Step 2: Add glibenclamide - begin at 2.5 mgiday, in- as needed to 20 
mg/day 

Maintenance management of chronic diabetes w e  II 
Follow flow sheet motocol for visits. usualhr monthlv dl wdl sEabilited 
Goals of diabetes &ageanent - NOTE tha; goals fir chronic disbdes may be 
somewhat different for good conaol. not ideal goals d c h  are normal for a non- - - 
diabetic) 

M e :  
0 Bloodpressm 
o Weight 
0 Fastingglucose 
0 urinealbumin 
o Foot exam for lacerations, sqerkial  infections, ulcerations, etc. 
o Nwrologic exam (especially lower extremities - tempaature, v i i o n ,  or 

position samtion, pin prick sensation) 
o Mediationdosedew 
o Patimt education - may rotate topics discussed 
o Monitor for stress, anxiety, and depression 





C m l d  ofblood and cholestml to May mauovascular camplications: 
o Jncrcad c l t h ~ e r o s i s ,  connmy artery disDase and strokes 
o Foot ulcas and infeaion 
0 S k i a c b a n g e s o f t k l o w a ~  
Footane-SeeAppendutI 

of hypglycunic attacks 
Counsehng in fmrily planning if appropriate 
Injection tahniques (when iosulin used) and d o n  of sites 
L&style modification: 
o Smoking cessation 
o Diet conml 
o Weight loss 
o Physicalactivity 
o Social and psychological factm 

CRITICAL ELEMENTS FOR REFERRAL: 
F o r p e r s i s t m t $ s a n g ~ ~  
Pregnancy and diabetes (either gestional or pre-existing diab-) 
Diabetic ketoacodosis. 
Serious acute iftmss m addition to diabetes 
When switching 60m oral bypogiycmic to in& 
Rublems such as: 
o Cbestpain 
o M e n t a l c m f m h  
o Fnhidneumpethy 
o New onset ofpainfhl nmopathy 

CASE STUDY: 
Name of Patimt: Ali 
Sex: Male 
Date of Birth 20* Onobe~ 1947 
Dote of Visit: 24* May 1999 
Vital Signs: Pulse: 84 

Resp.: 16 
Blood Resm: 130/85 
Weight: 102 kg. 
Blood glucose: 320 mg./dl. (Random) 

Medial Histay: 
Last week the pt imt Mt sore throat aad fevaish. It is nuuhtdy improved at 
thisvisifbutstiUsrmewhatpointfi~I.Thisssmepainhasoawredseveral 
times in tbe past, nod usually resolved sponmmusly within a few weeks. 

Upon questioning, the patient admits being previously told &at he ha6 high 
blood sugar, and hss taken medicine for this for up to two months in the past 
Whenadredwhyhe stoppedtbemediFine,hesaidtbatitwas becausehefelt 
bccta. He has not noticad any chest pain, shortness of bred& frequent 
urination, unusual thirst, wdgbt loss, general d m ,  sweUing of tbe 
ankles, or change in appetite. He does have several brothers who have been 
diagnosed as being diabetic. 



CRmCAL KLBMBNlS OF CO- WR EVALUATION: 



APPENDIX 1 
Patient E d m h  w Foot Care 

- Shoes: Lon h e & &  made of soft l e a k ,  m a  tight nap loose, wide toes to 
avoid pressure, the arch of shoe filling properly with the arch of the foot. Proper 
arch insem sbouki be used. Advise patient to look ca&uUy to the inside of shoes 
beforrweclring - New Shoes: Should be neither tiat nor loose. Should be worn only for 2 hours 
on the first day, then increase daily use by one hour until shoes bamme 
comhmhle - Stockings and sodx &ner made of cotton, thick, and warm with loose garters 

- Bare foot walking: Absolutely prohiiited whether indoor or outdoors 
- Maoagement of dry skin and cracks: 

1- hysLinwithoutcracks:Soalrfettdai lyin~tapmfor10-15 
mimrteS, dry gently, and rub with m i n d  oil a thick moislwkhg 
cream to keep moisture. 

2 - hy skiu with cracks: Rub callus at edges of cracks with file or mugh 
stone. Then soak feet in mild soap water for 10 - 15 minutes. Cover 
rracLs with antiseptic such as nwmycin ointmm - and rub fed with 
mineral oil. - Mansganent of coms and calluses: To remove excess corns or calluses Bsk 

patient to soak feet in wgm tap water with mild solp for 10 minutes, then rub 
arwss tissues by a tile. If not effective consult podiatrist 

- Nail care: - Clem a d  nsils with a wood stick. If nails are long, Me thm. Filing should 
be straight and not shorter thsn the underlying soft tisoues of the toes. 

- Sorkbrialensilsfor30minuteseechnightin-tclpm - Care of abrasim and minor trauma lusd infection 
- Patient should consult his physicim, even in case of  mi^^ iujtuies. If a physician 

is not a d y  accessible at all times, patients sbould consuh with a phys~cian in 
case of redness, blistering or sweuing 

- Cova na staile gauze Mted by non dbesive plaster. Advise patiat wt to 
use limb excessivdy and to elevate foot while sitting. 

- Avoid iaitmt mrkptics 
- Treat inhaions aggressively 



JMenustik
Best available



BMI Table 



JMenustik
Best available



Peptic Ulcer 



LEARNING- 
* To dscni the vmides of e p i w  d i i  .ad its diagnosis 

~ o d e v e l o p a s y s ? u n i c ~ h t o t h e ~ ~ ~ m d m a r g c w m o f  
d ~ s ~ e ~ s i a  

TEAcmNG STRATEGIES 
Use OK studies or personal cx@mccs m simulae discusion ad thinlriag 
about the initial evaluation and management of abdominal pain 
Use lecture a i o h d  presentation for didactic mami.l andl gmup 
discussion Tor prrvcntion, counseling and patian eduaoion isars 
Review and danonsuate the cMna method of acaaining the ddarm m a 
vohmtc.cr (inspection, pacussion, gmtk patp;bion of dl four qwclrmq 
a d o n )  

LEARNING POINIS 
Dyspqsii is upper abdomirul p i n  or discomh dut is @odic a peAistmr 
and often associated with bc l ch i  bloating, humbum, nausa a uomiting. 
Reported to occur in appmximately 25 of poplhtion duriog a y ~ r  

Mostcommonau~cs 
- Nowlmdyrppsia over 50% 
- Pcpticulmdi~arsc 1 5-25% 
- RdhaeJophgitis 10-15% - Mtdic~ti~tlrcktcddyspquia 15-20K 
- Gasbicacsophsgalcanccr 4% 
- P m s i i  bik duct di- bc. Q% 

~ r p p m c L ~ ~ d y r p c p h  
I. ConfimlylnpDmsofdysppsi. 

a. Ep@&k pain - bumimg, blating 
b. Pasiaeatarpcriodi 
c. Accomplaitd by nausea, vomiting 
d. Relieving fscurs 
e. Aggmmhg- 



2. Evaluate for specific common non-ulcer syndromes 
Gasfroesophageal reflux 
- Heartburn - burning in chest region and epigastrium 
- Worse when bending over, full stomach 
- Acid reflux into throat when supine 
- May be associated with sharp, spasm pains in chest 
- Often associated with obesity and fany foods 
Irritable bowel syndrome 
- Symptoms very variable, migrate throughout abdomen 
- Associated with intermittent diarrhea or loose stools, constipation 
- Often significant general abdominal bloating and gas 
- Pain is colic like, migrating to various parts of abdomen 
Gallbladder pain 
- Pain colic like, but localized in right upper abdomen and epigastrium 
- Typicall) worse after fatty meal 
- Improved with fasting or low fat diet 
Medication induced pain 
- Check for medications that commonly cause epigastric distress 
- Most common - NSAID, Aspirin, potassium supplements, metformin, 

erythromycin, corticosteroids 
- Smoking 
- Alcohol use 

3. Check for specific risk factors for a serious problem 
Age> 50 years 
Difficulty swallowing (esophageal stricture or cancer) 
Prolonged vomiting (ulcer, gastric obstruction) 
Anorexia or weight loss (malignancy) 
Melena or anemia (bleeding ulcer or malignancy) 
Palpable mass in epigastrium (malignancy) 

4. If risk factor present, refer for upper endoscopy as soon as possible 

5. If no risk factors present, several diagnostic options possible 
a. Refw for endoscopy 
b. Trial of H2 blocker medication (ranitidine, omeprmle) 
c. Test for Helicobacter mlori and give antibiotics if positive 
d. Empirically treat for Helicobacter mlari 

6. Regardless of which option selected, must continue to follow patient for 
response to treatment, and refer for endoscopy if not improving 

Peptic Ular di- 
m Impossible to distinguish ulcer from non-ulcer dyspepsia by symptoms 

alone 
Ulcer disease somewhat more related to food intake, but depends on 
location of ulcer 
Both ulcer and non-ulcer dyspepsia relieved by H2 blocker therapy 



B a c h m a y b e r r s o c i m d w i t h ~ m 3 a i . m k o f ~  
sowwhrrMcdainwi~MWI~~~d*acr 
Tremnan ofpcptic ulcer di-: - H2blodratrcmncnt(Ranitidinc l S 0 m g W a 3 0 0 m g k  

Omcprazole 20 mg qd) - Diet not very effeaive - avoid foods tha~ iaerruc burning - STOP SMOKING!!! - Avoid alcohol - TtU! for H c I ~ C O ~ W ~ O R  if PfCSXIt O I  ~h prrdrtPlt W 

T m m t  for 
Muhipk tratmmt options possible - all q u i r e  muhipk p m i i u  for 
maximum Cffstivs~ss 
Smgle antibiohiu only promote resistaot sbaim 
Some possibilities: 

- Omeprazole 20-40 mg qd plus CIarithmnyfia 500 mg bid - B i u t b  (Pepto-Bismol) 2 labs qid plus mhmidamle 500 mg lid pius 
amaxicillin 500 mg tid - Omeprarole 2040 mg qd plus mctmaidarok 500 mg tid pha 
aoxicillin 500 mg tid 

All = m c n t s  should bc continued for a minimum of 10 -14 drys 

PREVENTTON ISSUES AND PATIENT EDUCATION MESSAGES 
4lpcpJi is a chronic, m m n t  pmblan 
Dyspcpsii brs multiple causes, but most commonly no definite diwsc if 
fwad 
Lifeayle fhplgaarrthef irs tdmdeffea iwf imstep~hr~ad 
d i i i n g  dysppsia 

- Stopsmoking 
- Avoidakohol - Investigate fa nlationship to strm 
- AvoidEmyfoods - LopCMight - Take medications with food whea possibk ad m 

Endoscopy may bc mcdcd to d i i  ulcer di- and sarcb  fa 
H e I ~ & r d o r i  

~CALlSSUESFORREFERRALTOSPECULLST 
PKSCIKZ of any significant risk irhaor 

- Ditscuayrwallowm~ 
- Roloogedwnniiing - Amrar*awdghloss - Mskuw.nrmi - Palpoblenvss inepi~um 

Failure of sympurms to improve with anpiric thaapy 
Pmgressive worsening of symptoms over time 



Management of Dyspepsia 

*--In all patients, management includes avoidance of ulcerogenic agmts, patient reassurance, stress 
reduction and snokinn ccmtian. 
t-See Table 6 for co&idaations in selecting a strategy for the initial management of dyspepsia. 
$-All empiric drug trials should be stopped after 6 to 8 weeks, and endoscopy should be performed if 
symptoms mum or continue.' 

FlGURE 1.Proposed model for the evaluation and management of dyspepsia in h e  primary 
care setting. 

Dyspepsia 



Health Behavior 
Change 



HEALTH BEHAVIOR CHANGE 

LEARNING 0- 
By the end of this session trainees arc expstcd to: 
a lmdcrstand the Sages of health MQ Chng~ 
a ~ the faE to r s tba t i o f l un r rheshhbdrav i aehange  

TEACHING STRATEGIES: 
a Lecbse. 
a SmsllgroupseX&. 

Casediscdon. 

EQUIPMENT AND MATERULS NEEDED 
Flip c b  and ~nms-cia 
Ovcrhesdpojedor 

a Whiteboardandmarkers 

L E A R N m G P o r n  
a Knowledge and education about behior related health problem does not n&.csssrify 

mean that p a h t  wiU chaoge their behavior 
a Actual change of ride behavior dtpendant on many factors: 

Knowledge and aducation regsrding risk 
Family and cultural valw 
Peaa~itudesaodprtpsurrs 
Relationship with aod ~NS of health care providm 
Per~~nal self-image 
Prescntverms~prrspatives 
Rtadincss m accept a change in health-related behavior 

a Intervention - health provider can identify and help psticnt think through dKir 
willingma to change 
O a c e ~ n t ~ g t o a c a p t c ~ ~ o 1 ) a n d A C t i 0 n p h a s c ) - ~ t h  
provida can help patient set up a distic, achievable program to change bcbavior 
Smgesofbebaviorrbange andheaWpovidaswtegies(~kl0wtsbks) 



Stages of Health Behavior Change 

Stage of Change 

I 
Contemplation / The patient is thinking about the problem and the advantages and 

1 disadvantages of continuing with the problem or try to change it. 

Patient Characteristies 
I 

I 
Preparation I The patient commits to a time and plan for resolving the problem. I 

Precontemplation 

Action The patient makes daily efforts to overcome the problem. 
I 

The problem exists, but the patient minimizes or denies it 

Maintenance The patient has overcome the problem and continues to watch for 
r e c m c e  of the problem. 

Relapse The patient has gone back to the problem behavior on a regular basis 
after a period of successful resolution. 

Stages of Health Behavior Change, and Provider Interventions 

Patient Characteristics 

Roblem is ideotified by others. 
Shows reluctance when presswtd. 

i 
H i  risk of argument. 

. I 
Contemplation Shows openness to talk, read, and think 

1 aboutproblem. 
i Weighs pros and cons. 
1 Dabbles in action. 

Can be obsessive about problem and cnn 
: prolong-ge. 

Health Provider Strategies 

I I 

- 
Gently point out discrepancies. 
Expnss concern. 
Ask patient to thiok, talk, or read about situation 1 between visits. 

I 
Ramtemplation ' Dmies problem and its impmtance. I is reluctant to discuss mblem. 

I 
Elicit ptimt's perspective fvsr 
Help identify pms and cons of change. 
Ask what would promote commitment. 

1 Suggest hials. 

Ask permission to discuss problem. 
Inauire about aatient's thouphts. 

Understands that change is needed. Summarire patient's reasons for change. 
Dctmnination Ekeins to form m i h n e n t  to soecific Neeotime slan date 1 to bezin some a all change - - - - 

goals, methods, timetables. acnvities. 
Can pictloe overcaning obstacles Encourage to announce publicly. 
May proem-tmatc about setting stvt date for Arrange a follow-up confact at a shartly a h  

start date , 

Health Behavior Change 



1.GrolipExacbc 
You realkc tba~ smokiug causa a lot of i l k  in your " j .  Asahadhwrc 
povider you waat to ay to do some&@ to help pcopk sop smdtiag Using dr l h b b  
~ ~ ~ C h a n g c M ~ d i s n u s h o w y o u w w l d ~ ~ ~ ~ ~ ~ o o a ~ i a d i v i d u r l  
b s z i s w i t h y o u r ~  

ZGnmp&adrc 
F e t i m a i s a 3 0 ~ o l d m o t h a o f 6 c b i l d r c a H u ~ c b i l d i s a a r y e s r d d ~ g b l .  
H a n c i g b b o r ~ i s a 2 6 ~ o l d ~ o f ~ c b i l ~  Aiidsymmgestchildisam 
year old baby boy. 'Ibe two mothers live in a village pwidcd with a m  he& c a ~ ~  
eenta. Antaretal, huily planning (FP), a d  well-baby clinic h a s  arc e d c d  at I& 



health center in a nearby town. Alia is utilizing the FP services at the town health center 
while Fatima is not using these services. 
Question: Using the Health Behavior Change Model, what are the possible explanations for 
this discrepancy in behaviors of these mothers towards FP? 

3. Group Exercise 
Using the Health Behavior Change Model, what are the steps to be taken in designing a 
"Weight reduction program"? 

4. Group Exercise 
It seems that our youth are not well educated in the area of reproductive health (RH). As a 
health educator, you were consulted in designing a education program in RH addressing the 
youth. How do you use the Health Behavior Change Model in designing this program? 

CRITICAL ELEMENTS OF EVALUATION FOR COMPETENCE 
Understand the stages of health behavior change 
Able to identify the stages of health behavior change 
Able to provide interventions for health behavior change 

Health Behavior Change 





Poisoning 



POISONING 

LEARNIIW;OBJEcrnmi . D i s t i i s h  tllc most common typa of poisoning 
Kwwhowtopopalyms~gclrutcpoimiig 

Ask a participant to briefly dcsa i i  a recan case of po-  MI thy husaJ. 
Use this case to ill- the general clpproaeh to mma@mait of r poisoaimg 
vidim. . Bring cans or bonla of the most common items -ibie for poismiig 
cpisodcs for d a a d o n  
Use kctun9diswssh to aanmunicatc ~~@orpoims 

MA- AND EQUIPMENT NEEDED 
W h i o c b o c l r d O r W d h  
~ r d p r o ~ a n d p r r v i d y ~ t r c m r p l r c a c i a  
C~orboaksoftbemosteommmitnnsrr~pomibkforpoisaniagcpisodam 
yMn- 

= Poisonine by i&htim or&iieontaft most eommoa in a w h h d  wafFnr - - - 
and occdodly m od# manuhwing industries 

MoJtcmm~npoisoning 
* Dtpmas on .gc of pldient, availability of poiom, soc*l isavJ 

C b i l d r m - m o s t m m m o n l y m d c a t i o m ~ m ~ i ~ ~ ~ & I d c k a r r s  
a n d f i n n i t u r c p o l i ~ ~ o p c l r c o a t a i n e n  
Adulfs-prticidgdfungiciiaagfialhmlworltsqmcmatvm . . 

OC 

~poirommkalrr5lliciildamp 
EmcrgcncyManagancntofPo'ig 

I n i t i a l a s s m m t i m d ~ c n t ~ l d k o f ~ , B r r r t h i a g d  
ci-(A.J%C) 

0 ee~ l l l y .knforrrsp inbaydcpes imin~ar i tbdtEleasd  
k v e l 0 f a n n c i ~  

o ~ m a y b c ~ t a k c ~ t o d a p i n t a n d v o m i t b y  
p~@cntoahissi&withsuctioa.niLbk 

o B c g i n N ~ L r e o t c ) d 0 2 m d l p t * l r r s ~ a t y ~ i a  
M o f a m a c i a a n e s s o r ~ d l y s e i o u s ~  

0 ~ l I m t o r h a p r o M a n 5 ~ ~ b c p e s c n ~ ~ r s b a d m ~ .  
Saae (CVA), Mood h 

A n e s s k v d o f ~ a n d r a p c n s i v c l l e s r  
o lfnarcotie mmoa susp&bed can give ~ I O X O I K  (Namn) 2 mg N 

evay2-3minldcsupto lOmgtoml(0.1 m%lrgmehifdrm) 



o if possible, check blood sugar (Accu-Chek machine) immediately. 
Give 25 grams of glucose IV if glucose decreased, or in any patient in 
whom immediate blood sugar cannot be done. 

Take history as detailed as possible - fkom patient (if responsive), friends, 
family 

o Who is patient and why might he be poisoned 
o What could patient have taken or been exposed to, how much was 

taken 
o Wbem did poisoning occur 
o When did poisoning most likely occur - how long ago? 
o W h y  might patient be poisoned - intentional (suicide attempt), non- 

intentional (accidental exposure) 
o Other medical problems such as diabetes, liver or kidney disease, 

heart disease, depression 
Perform targeted physical exam 

o Vital signs (blood pressure, respiration, pulse, temperature) 
o Level of consciousness (responsiveness, hallucinations, speech) 
o Eyes (pupils dilated or constricted) 
o Mouth (retained poison, bums f?om caustic chemicals, edema) 
o Lungs (fluid in lungs) 
o Heart (tachycardia, bradycardia, arrythmias) 
o Abdomen (tenderness in epigastrium, increased bowel sounds) 
o Neurological (evidence of CVA, weakness, tremor) 
o Skin (dry and hot, cold and clammy, sweaty, rash) 

Lab studies (in equipped CHC) 
o CBC, liver and kidney function studies, urinalysis 
o ECG if any arrythmia or hypotension noted 
o Chest X-ray if vomiting or aspiration suspected or if comatose 

Decontamination of toxin 
o Decision to transfer patient for decontamination (after stabilization of 

A, B, C) or to perform decontamination in the PHC or CHC depends 
on severity of patient and m s f e r  time. Consider immediate 
decontamination if transfer time is greater than 1 hour. 

o Empty stomach (with administration of ipecac or m c  lavage) only 
if: 

Patient has not ingested hydrocarbon solvents (like gasoline 
which can cause severe respiratory distress if aspirated) or 
corrosive material (acids or alkalais) 
Ingestion was less than one to two hours previous 
Patient is responsive and has adequate gag reflex (able to 
protect airway h m  aspiration) 

o Syrup of ipecac dosages - 10 rnl in children 1-10 years, 15 ml in 
children 12-16 years, 30 ml in adults. Give with 300 - 600 rnl ofwater 
to drink. 

o Gastric lavage - use largest NG tube available, lavage with 15 mllkg in 
children, 300 ml in adults until lavage fluid clear. 

o Follow gastric lavage with 1-2 gnvkg activated charcoal in water 
through NG tube, or can give to drink if no NG tube used (add fruit 
juice, honey, or chocolate powder to improve taste). 

o Follow charcoal with cathartic (magnesia) 

Poisoning 



SpecifkAntidotes 
S p e d f k ~ a i r t r n * * h r p s d f i c '  - ' " ~ r c r ~ n a *  
below able 



PREVENTIVE ISSUES AND HEALTH EDUCATION MESSAGES 
Counsel young parents to be sure that all toxic items are beyond the reach of 
young children 
Pmperly label all containers of toxic substances - do not put a poisonous 
substance in another container 

8 Use proper protective quipment when using toxic pesticides or herbicides in 
sgricultunl areas 
Medications fiwn all membm of the family should be beyond the reach of young 
children 
Don't be a h i d  to ask a depressed patient about their thoughts of suicide - refer to 
a psychiatrist (or arrange for canid family obsmation if this is not possible) if 
$i&t has a defmite pian 

CRITICAL ELEMENTS FOR REFERRAL 
Presence of large ingestion, changes in level of consciousness, or other evidence 
of potential complications 
Suicide intent 
Non-availability of necessary decontamination equipment or medications 

8 Poisoning with item with severe toxicity (methanol, datives, antidepressants, 
narcotics, pesticides, paracetamol, hydrocarbon solvents, ctc.), even if in small 
amounts 

CRITICAL ELEMENTS FOR EVALUATIN OF COMPETENCE 
Recognize signs and symptoms of acute poisoning 
Emergency assessment and management of Airway, Breathing, and Circulation 
bcfore detailed assessment 
Propa history and focused physical exam 
Recognition of dangerous and nondangmus ingestions 
Proper rcfcml of poisoned victims 

poisoning 



Bites 



MATERUlS AND EQUIPMENT NEEIKD 
Ovat#dlwa%w 
Computer fafa- paea@ti011 
~ h i i b o a r d a f l i i c h m t a d ~ f a ~ ~ ~ ~  

Rgdal- 
Poiotrtobecoaddacdduriqptbc~alcmm~ 

Jxsmlllammah- 
T e n d m a ~ ~ i n v o ~  
Boaemjwy,prticohrfyof~shdlininbsOdplalcbildrm 
hiispa- 
IfljwtoO=m 
Foreign bodies (c& **h) ia tbc VGPd 

X ~ ~ r n y ~ i ~ f r e b i D p d o o a c b ~ ~ ~ f b m e  
Car& of vital smcmcs for a m c h d  iqimy 



Suturing 
Suturing can be done for cosmetic or mechanical nasons 
N e w  suture a wound that is already infected or likely to become infected, 
such as cat or human bites 
Wounds ofthe band should generally not be sutured since a closed space 
infection of the hand can result in loss of fuuction 

Prophyldc A n t i b i i  
Dicloxacillii 0.5 g orally four times daily for 3 to 5 days 
Penicillin V 0.5 g orally four times daily for 3 to 5 days 

Antibiotics for secondary hfkction 
Pasteurella multocida is best treated with penicillin or tetracycline 
Other active agents include second and thii generation cephalosporins, 
fluoroquinolones, or azithromycin and clarithromycin 

Tetanus and Rabies Immunization 
Give tetanus toxoid or dT immunization if more than 5 years since last tetanus 
immunization 
Evaluate for need for rabies prophylaxis according to following protocol: 

Parnophysiology 
Rabies is a viral (rhabdovirus) encephalitis transmitted by infected saliva that 
gains entry into the body by animal bites or an open wound. 
Skunks, foxes, bats, and raccoons arc widely infected. Dogs and cats arc 
infemd in developing countries. Generally rats or mice are NOT inhted 
Incubation @od may rangc fmm 10 days to many years, but is usually 3 or 
more weeks. Rabies is almost uniformly fatal. 
The virus travels in the nerves to the brain, multiplies there, and then migrates 
along the different nerves to salivary glands. 
The further the bii fmm the brain, generally the longer the incubation period 
prior to final encephalitis 

Clinical Findings: Symptoms and Signs 
Usually a history of animal bites 
Win .ppcars at the site of the bite 
Pamthcsii at site of bite 
Thc skin is quite smsitive to changes of tempcraturc 
Painful laryngeal spasm (Hydrophobia) 

a RtSIlessllcss 
Muclespumr 
E.xtrcmc excitability and b i i  behavior 
Convuisions and panlysis occur 

a Large amounts of thick tenacious saliva are present 



Rmatioo of llrbies 
I m m u n h a t i o a f b ~ l d ~ d c d t s  
Activc immunization of persons with signif- a n i d  exposwe 

Local Trcatmo~ of A n i i  B i  and Sercltehcs - Mi Smpea 
ClcansiDg 

a- 

* RcpesoedMgatiau 
Rabies lmmuoc globuli ism bc used, around thc mrmd md imamusarlrfy 
wollndsrharMnotbcoutur#l 
P o s t ~ m m n e a t i a c h d e s b o t h p a s d v e M l i i ~ ( R a b i i ~ ~  
Globulin) and nccinatim 
Rabies h u a e  Globulin 
o Up to 50% of thc globulin should be infihngd d tb WOMd Tbe 

n s t i s a d m i i s t a u l i a p . m ~ .  ffitunotmibMCcquincnba 
antismua,2Oun~cabeusodaftcrrppmprhtc0nfirrbmc- 
smsitivity. 

vaccination 
o Inactive human diploid cell nbies nccinc (HDCV) is giwa a fin 

mkaicm of 1 ml each, immmwcularly (m thc ddmi nhmdmo tbc 
ghnal musck) on d.ys 0.3.7, 14. d 28. 

o Loealrcstioa0@mritus,aymCmqkudcrms)oauriorbollt2S%d 
mild sydanic d o m  (badaeks, myalgus, ~ lsa )  in rbar 209bof 
pllticatr 

Plwrpornneh- 
. . 

3 iajations of dipbid d l  ncciae ar rscommcndrd fa pcnora d high risk 
ofw== 

a ~ v c i s O . l m l . ~ f ~ , g i v c n a m i n h a m a d l O ~ s i r r  - 
onutbEympiomshvsrpperrrd,dc*h~imitably-.Rr7hyr 
Thc ausc ofdeath is uanlly firm rapinmy hi lm.  

snkcm 
Two major f i  ofsruke venan 
H e  
Nuuoamic 

B i i  



Emergency Measures for Snake Bite 
Stage One 

1. Immobilize the patient. Keep the bitten area in a neutral position. 
2. Avoid manipulation of the bitten area. 
3. Transport to a medical facility for definitive treatment. 
4. Do not apply a tourniquet or ice 
5. Incision and suction is generally INEFFECTIVE, and can cause damage to 

underlying structures. 

. 
Hemotoxic symptoms 
(Crotalidae species) 

Intense p i n  
Edema 
Weakness 
Swelling 
Numbness or tingling 
Rapid pulse 
Ecchymoses 
Muscle fasciculation 
Paresthesia (oral) 
Unusual metallic taste 
Vomiting 
Confusion 
Bleeding disorders 

Stage Two 
Observe for signs of mvenomation - 25% of all bites are venom fire 
With local symptoms only, give 5 to 10 vials of polyvalent crotalidae 
antivenin by slow IV drip, 250-500 ml saline 
More serious systemic toxicity (hypotension, coagulopathy) may require 10 to 
20 vials. 
Monitor vital signs, renal, hepatic, and blood coagulation factors 
Type and cross-match blood. 
Serum sickness reactions are common after antivenin administration. 

Neurotoxie symptoms 
(Coral, Cobra, etc) 

Minimal pain 
Rosis 
Weakness 
Paresthesia (often numb at bite site) 
Diplopia 
Dysphagia 
Sweating 
Salivation 
Diaphorcsis 
Hyporeflexia 
Respiratory depression 
Paralysis 

Spider Bitw 
Black widow spider: causes generalized muscular pain, muscle spasms, and 
rigidity 
Treatment 

F%mnteral narcotics or muscle relaxant methocarbamol, 15 mgntg 
Calcium gluconate 10% 0.1 to 0.2 mlkg IV may relieve muscle rigidity 
Antivenin is rarely indicated 

B- recluse spider: causes pmgressive local necrosis and on rare occasions, 
hemolytic reactions 
Treatment 

Early excision of the bii site 



Burns 



w 
M o s t s t a p i ~ l l ~ u u s m l y ~ p i n  
May cause musck cramps, mMhg rad jaling .ad o c a k d l y  
m i o o .  umvulsioas, and pulmcnrr). cdcma 

TlcabnaR 
?hmisnospccifictmImcnt.vailrbk. Spcificmtivcain~abeurcd. 

AmirrmludH.muBitawouds 
DogbPtaoefurmosfcommdyinthcslimmamonthr 
Thci victims d l y  ~ D Q W  tbc biting mimale .ad most biting hridcns ut 
povakuibymevictim 
mldrm plryins a 6ghting u s d y  i d i i  h m l u  blla 
I n ~ ~ i a e ~ ~ s r r m c i a t c d ~ ~ l u s c c m d c ~ f i a m j j u r a t h n  
occllr during tights 

B i t a ~ d . l b b c e a n e ~ i n o v s 5 0 S C o f ~ c a r r  
Dog bites, became infecad wly 5% of tbe thnc . B i t a m t b e h e d . u d r r c k r r r k s s W t y t o ~ ~ m m b i o r m t b c  
extFemitien . PloKPlrrwlnmdsbseominfsralmae~thmhcmtioas 
h b m ( w i t h i n 2 4 h a n s & t b e b i i ) f r t q u c d l y f d k w i D g d q d  
a t b i d a u t m o s t 6 r o q ~ a 1 t l y c u g e d b y P ~ l b ~  

- f a p i d O I i s a . a d ~ i o a  - fmr - chilLg - allulitis - -- 
E a r t y ~ b y b m l u # ( c r a r e u s u a l l y a u a c d b y m i x a J w b * d  
mmcmbii moulb tlon and M pmdwc 8 npidly pmgrrssivc ncroQPpB 

. . 
a m  . L r n r r i n f k t i 0 n d m r i n t y b y s t ; l p h y l o c o e t i ~ r d ~  



ESSENTIAL INDICATIONS FOR REFERRAL 
C m h  injury, tissue loss, extensive or deep lacantions 
Penetrating injury of head, chest, abdomen 
Significant loss of blood 
Significant contamination of wound 
Old or possibly infected wounds 
Human bite wound 
Unable to capture or identify biting animal 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE 
Describe the risks of animal bites for individuals and the community 
Manage animal bites correctly according to site and type of bite 
Communicate to the patient and family necessary steps and messages in the 
understanding, monitoring, and prevention of animal bite injuries 



TEACHING SFRATEGIES 
Rcvi~~tcctmiqueaadlmowkdgeoflnunwodcrrr,~ a 
andmcdiatioauninbuminjltricr 
U s e l c c t u r e o r i n f o r m a l ~ t i o n f o r d i d r c t i c ~ e n r l l g m u p  
discussion for prcveatioq counseling, and path11 Mi isaus. 

MATERIAL AND EQUIPMENT NEEDED 
- P O !  
White t a d  or flip chant d mraLas for s~nmmizhg mrja  poims 

Hi-. 
Mcclmnh o f h  injury 
Confhrmatmfbcuea 
I)urcltion ofnpoarr 
Tetanus iunnunizatioll 
A]- 

~astmalabeva&em~umcd 
Evcllts pmcahg injury 

M i B u m r -  
AbuemacauscofbumJmdleblldnnis~arspcDcd 
Suspicioa poidm inch& 

Muiripksaaiaofhowinjuy~arrtlined 
Injury a l b i h d  to a aim a m  
I a j u r y t h r t i s i m x m p t i i w i m t h e ~  Woftbeddd 
~ b u m s ~ s u g g e s t ~ w i m a n o b j e r t  



Cigarette b u m  
Stocking glove or circumferential bums 
Bums to genitalia or perineum. 

Physical Examination 
Bums are classified by depth, type and extent of injury. 
Bum Depth: 

Partial Thickness (First degree) 
Deep Partial Thichess (Second degree) 
Full Thickness (Third degree) 

Bum Type 
Flame Bums - may be severe. associated with inhalation injury 
Contact Bums - usually small and circumscribed 
Scalds - often partial thickness. but can become full thickness if infected, 
or in children 
Steam Burns - may be partial or full thickness 
Electrical Burns - often deeper than initially apparent 
Flash Bums - often associated with inhalation injury 

Extent of Burns: 
Surface area involved in a bum 
Only second and third degree bums are measured in calculating the 
bum area. 
The Rule ofMnes to estimate the extent of bum injury in adults (ie. 
9% head, 9% ant. chest. 9% ant. abd., 9% thigh, lower leg, etc.) 
Rule of Nines does not apply to children - consult bum table 

Complications: 
o Scarring with cosmetic deformity 
o Bum wound sepsis 
o Respiratory distress 
o Generalized sepsis 
o Death 

Prognosis: 
Varies from excellent to poor, depending on depth of bum, location, and 
treatment 

Management - Initial and Emergency Care 
Remove from burned area 
Evaluate and stabilize Airway, Breathing, Circulation 
Evaluate the surface area and depth of the bum injury 
Stable N access should be obtained if burned area > IPA 

o Can use Parkland Formula: (4 cc of nonnal saline) x (% bum) x (body 
weight in kg) in the first 24 hours 

Evaluate for inhalation injury, especially with bums around the face, or 
flash (explosion) bums 
Supplemental oxygen if any respiratory distress or tachypnea 

Bums 



Coolthebumcvcawithstcrik,ooolcomprrsfar 
Conairicting obj- (rings, bracelem, UC.) should be rcmmcd 
Reventmtrmilmti0aofbmruc;l 

AmWtory hbmgcacot of Minor Bum 
CWthcbumedarcawithmifdsoap.ndw~ta 
COOL the bum with mi, nnik comprrsss 
COVER thc burn with stmile dmsing. Xote hat topical anribiic 
acamor~gnotneodedfarinmctbullr 
Special eaurion md possible FCrWrPl tOf bums of kce ha& f#S ora flaw 
portion of a p i  or cimmfamtial (completely encircling an aairc 
-iW) 
I n t a n  bliaas should NOT be o p a d  dcbrided 
Apply antibiotic cream a oinbna~t (neomkzin, su lby loq  s i l m  
sulfadiaziac) and ficsh W i g  daily 
Tetanus status - give tetanus pnyhylaxis if more h 5 ).cars sinec kst 
immunhatim 
Adequate follow-up in clinic until armpletely healed 

Mcdiatbn 
Analgesics -01 or non-steroidal anti-infhnmnorics) 
Narwtic analgesics f a  severe pain, especially f a  24d8 hours 
Topical antibiotics 

Fdlon-ap 
Transfer IO B m  Cmta when rppropMtc (see daral a i h )  
M a u i u r r s t o b e d p r i o r t o b a n s h  
0 R c s p ~ W ~  
0 C i ~ k t o r y ~  
o Can ofthcBuro Wound: 
o Physician to physicii contact be establisbtd 
o Documcnbkion should aceompeny the patient 

m C A L ~ P O R R E P e R R A L m A ~ ~  
Fun micknas (3rd Degm)burns OWI 5% Body Su&x -4ru 
~ a l & ( z a d & ) b u m s o 1 l ~ ~ 1 o % - e o d y ~ m b c c ~  
Any MI t h i i  a mnid thickness bum involving aitiul .rm (kc, - 
I"&% ti,3, over flexor uc;l of ajoii) 
Ciiumfuc&l bums of tiwax or cxbunities. 
Sipificard chcmi i  iajuy, ekurical bunts, lightaing mjwy. cu-cmuq 

. . 
major traurm a p s a i a  of sipifiam pmcxmq 

. . dicalcorditims 
Rc~ma arisk of hhdaiiolul (mob) injuy with my rapiraay d i i  



PATIENT EDUCATIOK 
Prevention of bum injuries in the home, especially with small children 
-fires, fireplaces, stoves, flammable liquids, matches 
Personal -proper storage and handling o f  flammable liquids, solvents, 
cleaners, gas cylinders 
Community -access to Civil Defense 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETEIL'CE: 
Understand the risks of bum injury, depending on depth. extent, and 
location of bum 
Initial evaluation of deptb and surface area of bum 
Initial management and stabilization of bum patient 
Correct management of minor bums in the health center 
Knowledge of indications for referral to bum specialist 
Communicate to the parient and family necessary steps and messages in 
the understanding, monitoring and prpvention of bum injuries 



Wounds and 
Lacerations 



MANAGEMENT OF WOUNDS AND LACERATlONS 

LEARNJNG OBJECTIVES 
8 LFlidcmand the bask principles of wound W m g  

Describe the critical ckmmts ofevaluation of a wound 
Dtsnibe the critical ekmmts of wamd managanad 

8 Develop skill in the most common fonns of wture closure ofan opm umid 
m L'ndasfand which m n d s  h u l d  be refad for specialist maa;lgement 

TEACHING STRATEGLES 
8 Use simple presentation mavrials for the didactic pomons of dv discussion 

Large group discussion can be usad to develop key learn poims 
8 Use small groups to discuss and prrscat the mmagnnent ofthe suggested case 

smdii 
.4IIow at least 90 minutes for a smut workhop, in ME& paticipmis ;r 
practice various h s  of suture repair 

. ~ T E I u A L  A P i  E Q U I P r n  NEEDED 
Overhead projmot lad tmspmcics  of didactic matuial 

8 Laceration repair instruments far workshop (minimum of nesdk h o k .  f- 
suturr rim suture material and needles) 

8 Material for pactice in suture repair (commercial models beefa lamb tom- 
chicken breast or similar raw meat) 

LEAWING POINTS 
T)pes of Wounds (Noic that some complex waunds may sbow ckmaus of marr 
than one tjpe of wound, k laecrati witb wpcrficial ahsicas) - Abrasion 

- Caused by a saaping & shriog face - Lon ofcpimelium lad possibly dennis - Dccp abr&m~ a n  bleed MI>; mpcrticial a h m i i s  bleed lipbtly - Deep abrasions similar to full thiclrxss h in W i  pxes snd 
mQ'wm- 

conhlsion - Caused by a blunt force - ~~~~~~~~~~~~~~~wifhiom%cpidami - R e s l h  m d l ca ion  of blood (hematom) ud a h a  fluid m 
~ubcutaacwstissues 

- hlay muit m injury to importrnt mpranic stmums ( n a v ~  ducts, solid 
'"'ws. e.1  

- Injury and spamion of cpidcnnis. dermis a d  possibly uaddying 
tizaws,dcpadmOondcph - CIutcst risk of damage to underlying srmciuns, sucb as nave. tcadon. 
bone, ducts. solid organs 



- Requires decision on if and how to close wound 

Principles of wound healing 
0 - 4  hours 
- Initial vesoconstriction of blood vessels and clumping of platelets to 

control bleeding - Inflammatory response begins with movement of white blood cells and 
macrophages to site of wound, together with development of 
vasodilatation and edema 

4-48 hours 
- Fibroblasts (collagen producing cells) move into wound area, and begin to 

produce collage fibers - New blood vessels begin to form across the space of the wound 
- Epithelial cells from edge of the wound begin to move across the surface 

of the wound 
2 -  10 days 
- Collagen continues to be formed, and collagen fibers begin to contract 

(shorten) - Wound edges begin to be pulled together 
- Strength of collagen begins to increase 
10-30 days 
- Formation of strong scar 
- Remodeling, shortening, and contraction of fibrous scar tissue 

Essential elements of wound evaluation 
1. First priority - Airway, Breathing, Circulation of resuscitation, even though 

wounds may be most visible and alarming aspect of presentation 
2. Wound should be covered with sterile bandage until full evaluation and 

management can be done 
3. History of injury, when possible - Circumstances, mechanism of injury 

- Other factors involved (bum, explosion, firearms, medications, alcohol or 
drug use, ctc.) - Past medical history, especially previous injuries, current medications, 
diabetes, hepatitis, HIV infection, medication allergies, etc. 

4. Examination ofthe entire patient, depending on degree of injury and risk - First priority - level of consciousness and mental status 
- Vital signs - blood pressure (including postural changes), pulse, 

respiration, temperature - Entire body should be examined for other wounds or injuries - Focus on functional status - use of arms and legs, walking, numbness or 
pensthesias, local tenderness 

5. Examination of wound - Use sterile gloves in examination to protect health care provider, and 
minimize further contamination ofwound - Evaluate extent and depth of wound, and degree of tissue missing or 
damaged - Estimate level of bacterial contamination of wound. Bite wounds, 
embedded dirt or foreign bodies, large irregular wounds, old wounds all 
tend to have greater bacterial contamination 

Mmgcmmt o f  Wounds and tamat ions  



- E n h P l c p o a i M e d m M % 8 t o a d a l ~ - - ~ a s v g m  
atidag=,chrt Uscfimaioolltestsw&apaaw*i*chcctTor 
n w v c m e a t o f i n v o l v s d ~ ~ a s v e ~ s d w o a 6 o o d i m  
of hndwd oenes, x-ray of iavolved bolwr - B e v a y ~ w i t h  g ~ a r b a s l m i ~ g m r b q  
atp~osi- woviifds. ~ h a c  o h  resuit in r n d  

.ad baaaid tha is visibk on die s h .  
6. Ikcide~wamdcabcmawgedinHaWCaas,ashauldbe 
m. Caadder r c h d  of the following - D e c r r u c d l e v e l o f a m s c ~ a ~ m m m m l s m u s  
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m u c k  - Biiwamdofpmmti8llynbidmimrl 



- Irrigation under pressure with large volume of saline is the most effective 
way to reduce bacterial contamination and remove foreign material. Use 
large sterile syrkge and 18 - 20 G needle for irrigation. Many studies 
show that irrigation is much more effective than cleaning wound with 
antiseptic solution for reducing wound infections. - Large or contaminated wounds may need 1 -2 liters of irrigation for 
effective cleaning. 

5 .  Close wounds with proper suture and technique. when appropriate - DO NOT CLOSE the following wounds - most animal or human bites, 
heavily contaminated wounds, wounds older than 4-6 hours - Wounds with little tension can be closed with tape strips - Significant subcutaneous laceration should be closed with few absorbable 
sutures (chromic, Dexon, Vicryl, etc.) using buried knot technique - Skin should be closed with nylon rather than silk. Many studies and 
experience shows fewer stitch infections and better healing with nylon 
suture. Use 5 knots in each stitch to prevent loss of sutures 

- Bring skin edge to edge - Use mattress type suture in areas where ski is 
thin or could become inverted. 

- Skin sutures should only bring skin edges to touch -do not overly tighten 
sutures to avoid loss of circulation to skin edge 

6. Dressing ofthe wound should prevent further contamination, and absorb 
discharge - In areas of edema, mild compression (compressive bandage) may reduce 

edema - Dressing should be sterile, and should be changed every 24 - 48 hours in 
general. 

- If there is significant bleeding or oozing of fluid, dressing may need to be 
changed more frequently to prevent infection 

- Dressing of abrasions requires more frequent attention - sterile Vaseline 
on gauze helps prevent sticking of dressing to wound, change dressing 
every 12-24 hours. Do not allow thick eschar (crust) to form on abrasion 

7. Give patient appropriate wound care instructions. - Should be instructed when to return for a dressing change, or should be 
taught how to do it in a comct, sterile manner. - Instruct in danger signs, such as spreading inflammation or increased pain 
of infection, purulence, persistent bleeding 

- Advise against use of home remedies to prevent scarring or infection. 
- Answer questions patient may have. 

8. Remove sutures in 5 - 10 days 
- Sutures can be removed early (5 days) in areas of good vascularity such as 

the face - Sutures should be left for 7 - 10 days in areas of tension (over joints) or on 
lower extremities 

9. Promote rehabilitation 
- Encourage patient to use injured area as normally as possible, with 

possibly some protection such as a simple dressing on exposed wounds for 
another 1-2 weeks - Warn patient that scar will continue to mature over next 2 years- initially 
raised and red, will eventually flanen and become white 

Management of Wounds and Lacerations 



PREVENTION ISSUES AND HEALTH EDUCAH~N MESSAGES 
Tbebestmahodoftte&ngamnmdistoprmnlit. E a w u a g e ~ i y d  
r r m m ~ m i t y e ~ m c ~ h a n r d s f m a t k ~ v i m ~ m m t u r d l m b d r ~ ) g l a J .  
mils, consbuaioo nmaials, ulucd equipmalt, ac. 
EacamgcsafcuseofworLcquipaan.admoLr 
~pat*ntstocaaetotheHaWCenmahospih lmsommpo~~We 
k r  evaluation and managemat of a wound. 
Dirwrage use of home rcmcdia to 'prrvmt" rearriag of a w o w i  arb as 
Vitamin E, acam5 ointmemr, or a p p l i o n  of Omer mmrialr Maa of tbae 
onlyinamcthcbraai.lcaatuninatioamd~m~oftbcarolnd 

c m  STUDIES 
I. ~ ~ s y c a r ~ ~ b o ~ * m i ~ ~ ~ f f h i r v ~ b e c a u s e ~ f ~ ~ ~ t t i r c ~ ~ ~  & 
s u l k  large abrrpiau, of his elbows md farrrrau, lmaq .ad BaehaQ but Qa INU 
l o s c ~ i ~ m d i s a b 1 e t o ~ a n t i n t o t k ~ a h h ~ a m c r .  Thucisalarge.moum 
o f  dirt emkddcd in the abrasions 

a How would you fiutha evaluate this patian? 
b. H o w w w M y a r ~ t b u e w o c m d s ?  
c. Wht insbuctiom would you give this patimt? 

n. A 31 year old mmm cats her thumb deeply with a sh.rp Lmik whik p p m k g  
tlboule. It bleeds bvvily for 5 minutes, but the bleedii dracm with 6rrm  pa^ 

ofatowel. IntkHeahhCmtcr ,cxunbut ioasbmusa2an.~owtbcbrt  
of thc p m W  thumb. and she Qes wt (or cannot) mow the thumb. 

a How w d d  yw huma waluac this patient? 
b. How would you rmnsge this wound? 
c. ~~hurructioaswouldyoug*cthirpticm7 

m. A4Sm&oldnbiajwdwhiktryiaBmortiaguhhafirrmhh-t 
sbcd Whi lepaa iaBantaoatbc fk . thcmofo f thcrhedco~a lh im.~  
h i  uadcr stme hgc beans of burning wwd. He is dkd  out by 8 6kt, d 
b l u u g k t o t b c H e a h h ~ .  C h l ~  . . he smells of $make. ad is co@iq 
bavily. BPh95/64pllrcis 1 2 0 . ~ ~ e 2 4 w i t h ~ o o u g b i o g .  Helm 
~ b u r a s m h i s k s s . l a d t k r i ~ f o w c r ~ k s w o l b a d v a y ~ ~ m o v t  
Hcba6cm.dceplrrntioaoftkserlpwhi&isdillMeediag84m -of 
t b c f o r e h a d , a d m n l ~ o f t h e r i g b t ~ m .  Herrparaliyrrbwberrhism 
is,imd~rrmewbrtcanhne& 
a Whtrcthcprimrypobkmsofthispdian.dpossiiajuics? 
b. HowwoufdyoufintherMluatcthirpaimt? 
c How would you manngc this ptient and hi wouads? 



CRITICAL ELEMENTS FOR REFERRAL 
Decreased level of consciousness or change in mental status 
Possible heavy bacterial contamination of wound 
Significant blood loss with evidence of postural changes in blood pressure or rapid 
pulse 
Other significant injuries associated with the wound (ie, fractures, bums, smoke 
inhalation) 
Evidence of damage to underlying structures such as nerve, tendon, bone, muscle, 
or solid organs 
Penetrating injuries such a9 knife, gunshot, or mplosion related 
Significant loss of tissue, such as large, deep abrasions or avulsed skin or muscle 
Bite wound of potentially rabid animal 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE 
Describe the critical elements in evaluation of a wounded patient 
Describe the most important steps in management of an open wound 
Demonstrate the most common forms of suture closure of a wound, including 
subcutaneous closure with a buried knot, simple intempted sutute, running 
continuous suture, vertical mattress suture 
List the situations or conditions in which a wounded patient should be referred 

Mansgwnem of Wounds and Lacerations 
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Management 



MANAGEMENT OF MAJOR TRAUMA 

L E A R N I N G O ~ I V E S  
U n d a s t . n d h i m p o c h n c s o f p m n p t d ~ a n a s e a e y ~ m ~  
mwmr. 
mi the A,B,Cs of m i  margmKm of a trann victim 
Umlastmd thc components of the primary and sxndluy survey of a munu 
victim 
Diagnoscandcffcctivelymaagthmostcommo~poblcms~armtnuma 
pticatJ 
U a d a o t a o d h o w t o s t a b i l ~ e a ~ p a t i e n t t w t r ; m b a m a ~ ~ c ~ m u  

TEACHING STRATEGIES 
Use case presentations to sthnulate discussion, mi to ill- inpamu points m 
the ~nagaocnt of uauma 
AsLwcipantrtopc~cotmcirowo-ofrmnalhdhaarimmrrmll 
groups, then pacnt the major points of rrmnrgnnent for a c h  case 
Use volualca to belp demonstme importrm points, a r h  as sabihmh of& 

MATERIALS AND EQUIF'MENT NEEDED 
Ovahcsdpuj&toradmmpmda 
Whitcboardor FliDdurtandmarkns 

~ ~ o r ~ ~ i n f u ~ i o a , ~ o t c y ~  . . dNGimat ion  ODrmOnsmbar 
(may construct simple model fium pLstic bottle) 

'~hirdp&ofdedh-~armduiltait~hjury. Oftmamalbynepais 
a d  multiple organ failure. Initial manrgcmeat on dmission will rcduec 
morbid6 and m ~ i t y  during this 

-of- 



Reparation for trauma management 
Effective trauma management requires a predetermined plan of action, even in 
the smallest health centers 
Essential elements of advance preparation include: 

o Designated area for necessary supplies, medications. and equipment.. 
These should be labeled, rotated to ensure freshness, sterility of sterile 
items periodically checked, and controlled by a maser list of supplies 
and equipment 

o Necessary supplies should include items such as: - Ambu-bag and mask - Endotracheal tubes and laryngoscope if someone available who 
is skilled in insertion of ET tubes 

- N fluids, tubing, tape, and needles and catheters of various 
sizes 

- NG tube for child and adult 
- Foley catheter of at least two sizes 
- Dressings and bandages - Splint material 
- Basins and sterile water for washing 
- Strong scissors for removal of clothing 
- BP cuff and stethoscope 
- Gloves, gowns, and if necessary, face protection 
- Box of emergency injectable drugs 

o Redetermined plan of action, with a designated team leader and 
decision maker, nurse, and someone to assist with supplies and keep 
records 

Essential elements of trauma management 
Primary survey (assessment) and resuscitation 
Secondary survey 
Definitive treatment 
Any life threatening condition identified during assessment must be treated 
immediately before proceeding to the next phase. 

Primary Survey 
A, B,Cs 

Airway control with cervical spine protection 
Breathing 
Circulation and control of hemorrhage 
Disorders of the central nervous system 
Exposure of the whole body 
During the primary s w e y ,  any deterioration in the patient's clinical condition 
should be managed by reassessing from the stan of the protocol, as a 
previously undiagnosed injury may become apparent. 

Airway 
Ensun that a clear and unobstructed airway is present - lift ch'm if necessary 
Protect the cervical spine if patient has neck pain or is unconscious 
If patient can answer questions appropriately - unlikely that there is any 
immediate threat to the airway 



- - - - - . - - - 
A n y p U i ~ n i t h a p o n i M e ~ ~ l ~ i c r l ~ m j u r y t b a u l d b m l b c i r d  
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- always associated with significant pulmonary contusion resulting 
in hypoxia 

o Open chest wound 
- needs covering and sealing on three sides immediately (figure 5). 

A one way valve is formed by the flapping motion of the f?ee edge 
of the dressing and this prevents air being sucked into the pleural 
cavity from the outside. 

Adhesive tape 

Occlusive 
dresslng 

Circulation and hemorrhage control 
Rapid assessment of the cardiovascular system includes: 

o pulse rate 
o skin color 
o capi!lary refill (the time taken for color to return to a finger pad after it 

has been briefly compressed >2 seconds is abnormal) 
o level of consciousness 
o blood pressure. 

a Any major hemorrhage should he controlled by direct pressure 
Do not use tourniquets 
Penetrating implements should be left open for formal surgical exploration 

Disorders of the central nervous system 
Central nervous system should be quickly assessed by ascertaining: 

o level of consciousness - eye opening and motor responses 
@ spinal cord bnction - movement of all four extremities 
o pupillary response to light. 

Exposure 
All multiple injured patients should be completely undressed for examination - Clothes are cut off if necessary 
Should not be allowed to become hypothermic -keep covered when possible 

During the coarse of the primary survey, the four most important rules to 
remember are: 

1. The patient should be repeatedly reassessed, particularly if clinical signs 
change. 

2. Any immediately life threatening condition diagnosed should be rectified 
without delay. 

Management of Tmma 



3. wnmds md implanuits must be icfl for farrml Mgicll 
arplontim. 

4. Any armnal blcdng should be rtoppsd by using d i  pssme 

R g u l a r ~ a I t o f m c p p t i e a t ' s o c x d i i o a i s r e q u h o d a a d m c ~  
sbollld be mollitortd with m ckctmcdiograph. 
~ m t w o ~ ( 1 4 ~ a r g c ) ~ ~ h e r b o u l d b c ~ ( ~ m l f b s n  
is oftm tbc d e s t  site) 
Begin admimidon of Riages LacMiz. at 1- 20 mUkg ova 30 - 45 
minutcs. 

m In- 1V fluid me of administmion dcpmding of blood pmsm rapmu 
Insat NG tube into stonmch if signifhat abdomiaal disbcotiaD paent a 
p;aient pemkratly vaniting 
Coasida~csthdcrtonKmitaurincMltpnifi&reisasignificmtcklay 
in -on 

P a f o m m d d y l t t a A , B , C s ~ r a d m b i  
~ ~ i n c d f i a m b c s d t o f o o t i n a d c t * k d n u n n u  . . 

4 Tetanus hnmmintion rad pphylrrtic antibia-cs an k .dmmrsoacd if 
IICCCSS(VY 
Seeoadary history obtained 

o May need to interview accompanying h i l y  maubcrr 
o Mom detailed history is obmincd 

4 Essartiddrmsaaafhisw 

Nkqics 
M ~ o n r a a d ~ U O i m m I m i t y  
Pmious medid history 
Lastmd 
Evallshdirlgmmcinjlny 

Radbgqk  of the lmnl m i d  spine, dust and pelvis IC taken if i m m c d i i  
~ ~ a i l a b k C m C a a p r r l w m i v c H a W ~ )  
~ ~ p t i a a c o v e r r d l m k s ~ o n o r p o c c d u r r i s b e i a g c a i s d d  
Risk fi**m for signi6unt injfny 

o R~Tnfi l icAcddeao:  - w b a e ~ w a c i n a c c r s o f 4 0 m p h  - wbaethcviethnwarjeard~tbevehik - wbaeouluvictinuwaekilkd - wbaetbacwamredisruptimoftbcvchickpasmea 
-prrman 

o  A f i l l o f g ~ a t c r ~ 3 m e t P r  
o Gunshotwow& 

SecondsryExlmirution 



' Head 
o record Glasgow Coma Scale (Table 3) score 
o palpate scalp for fractures, lacerations and other deformities 
o observe for injuries around eyes 
G Blood or cerebrospinal fluid coming from the ears or nose also 

indicates basal skull fracture. 
Neck 

o patient should be. asked if they have any neck pain 
o With an assistant performing in-line immobilisation, examine neck for 

lacerations. swellings, tenderness or deformity 
o latml X-ray of the cervical spine must show all the vertebrae 

including the body of the 1st thoracic vertebra. Traction downwards on 
the arms should help to obtain a good film. 

= Thorax 
o entire chest must be examined for signs of injury. 
o palpate for fractures of the clavicles and ribs and the presence of 

subcutaneous emphysema. 
Abdomen 

o abdomen must be inspected for signs of injury and the presence of h e  
intra-peritoneal fluid. 

o urethral catheter should be inserted, and the presence of any obvious or 
microscopic haematuria sought. 

o rectal examination should be done to check for anal tone (lax anal 
sphincter may indicate that spinal cord injury has occurred) 

o NG tube inserted if significant abdominal distention present 
Extremities 

o Fractures, wounds and discoloration should be noted 
o Check pulses in all limbs even if no fracture is suspected. 
o Fractures compromising circulation must be reduced to prevent distal 

ischemia. 
o If possible, sensation in the limbs is assessed. 
o Fractures should be splinted to reduce pain and the risk of fat emboli. 

Spine 
o hypotension with bradycardia may suggest spinal cord damage in a 

patient with a history suggestive of spinal injury. 
o Other indicators of cord damage are: 

- acute urinary retention 
- diaphragmatic respiration 
- priapism (persistent abnormal penile erection) 
- lax anal sphincter 
- flaccid paralysis ofthe limbs. 

o The patient m u s  be log rolled (&re 8) and the entire spine examined 
for deformities or injuries. 

Management of Trauma 
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CASE HISTORY 

A 12 year old boy fell 30 feet from atree onto his head. He was initially confused and 
then became quiet as his parents carried him to the Health Center. The doctor there 
started his assessment with the ainvay and immediately noted noisy respirations with 
very little airflow. Recognizing that there was a possibility of neck injury he carefully 
lay the boy on his back, placed the head in the neutral position and performed a ja\\ 
thrust maneuver whilst holding ?he head immobilized. The ainvay obstruction was 
immediately relieved and he asked the nurse to place an oxygen mask over the face 
and to find a semi rigid collar. This was carefully placed round the boy's neck, afler 
which tape was applied to ensure immobilization. Shortly aflenvards the patient 
recovered consciousness and began to breathe well without airway support. Onl) then 
did the doctor let go ofthe child's head. He went on to assess the breathing and 
circulation. Having excluded other injuries and having stabilized the child's condition 
the doctor accompanied the child to a hospital 60 kilometers away in the back of an 
ambulance equipped with resuscitation apparatus. Simple airway maneuvers oflen 
lead to an improvement in the head injured patient. It was found later that this child 
did not have a neck injury, but the possibility could not be excluded and the 
precautions were essential. The boy had cerebral edema and made a recovery over 10 
days. He is now back at school. 

Issues for discussion: 

1. What are the warning signs of serious head injury in a child? 
2. How did the doctor act to minimize the risk of a neck injury? 
3. Were there other activities that might have been done to properly manage this 

child? 

HEALTH EDUCATION ISSUES 
Remember that accompanying family members need to be informed during or 
immediately afler the evaluation and resuscitation vrocess 

8 Discuss the use of seat belts with your patients - they can prevent many serious 
injuries in motor vehicle accidents 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE 
Describe the A,B,Cs of emergency trauma management 
Describe the elements of the primary and secondary survey, and the role of each 

8 List the most important elements of the secondary history and physical exam 

Management of Trauma 



Table 3: Glasgow Coma Scale 



Common 
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COMMOS FRACTURES, STRAMS, AND SPRAINS 

LEARMNG OBJECTIVES 
Understand the mechanism of injury of the most common prescllting museule 
skelcel injuries 
To be able to d i i s h  barween injury to tendon, musck, l i ~ c n t .  and bar; cv 
combinations of these 
Describe h m m a p n m t  and trcm~m of the most m o n  m u s c u W e t a l  
injuries 
Undaaand wfien to refer an injtq to a specialist for m a t  definitive diagnosis 
and bcarment 

TEACHING STRATEGIES 
Use didactic. Icehlre-s?yle teaching for only tbe basic elemems o f h  topic 
Use case prrscoetioos (idally prrsnution of personal cans) to highlight 
significant learning points 
Emphasize the proper examination technique and evaluation of an injury 
Dcmonnn!tC on a participant or willing patient the pmper examination c'f the join1 
or a m  involvcd 

LE.U~LTNG mmm 
Definition of quain and main 
= Spain - injury to ligament around ajoint 
= Strain - injury to muscle. tcndon, or muscle-tcadon unit ( i ludcs  ladmiitis) 
Ovcrureinjury 
= GaPAly  chmnicorrub.ant 

Caused by repetitive, fomhll mwancnts th.1 overmess capacity of muscle, 
tendon, and occasionally bone 
Repated micromPs of tendon tissue. with in&mmuay a m p  to rrpir 
tears 

* Resuks in chmnic inthtnmation, f i h  tissw. susxptibilii to 
injury 

Rincipks of Treammt (appliible to most all) 
Identify and modify ov- or nrumcltie movement 

= RICE (Rest, Ice, Compmsion. Elevation) 
Anti-inflammatory medication (MAID) 

* o c e a s i i y p h y s i ~  
O c c a r i d l y  local injection of dilute antiwstcmid 
Suspated k h m  should be splinted until seen by specialist a delimilive 
Prccltment 

uppr-iv 
Ovause md degcnaaive injuries 

Elbow - Lateral cpicondylii 
- Examination of elbow - 
- h4cchanism - rcpearcd extension of elbow and supination of wrist 

(tennis p laym forceful ux of scnwdnva or hamma 

Common Fractures and Sprclins 



- Micro-trauma to extensor carpi radialis brevis at insertion on lateral 
epicondyle 

- Symptoms - most painful in early A M  (on extension of arm). with 
resisted supination 

- Painful for months, with remissions - average 7 - 10 months 
- Recent studies show no single treatment is curative - many treatments 

suppress symptoms until natural resolution occurs 
- Treatment - RICE, anti-inflammatory medication (NSAID), local 

steroid injection around insertion 

Elbow - Medial epicondylitis 
- Similar to lateral epicondylitis, but different muscles and mechanism 
- Overuse of flexors of fingers and wrist, found in forceful gripping 

motions (use of hammer or carrying of heavy loads) 
- Natural history and treatment same as for lateral epicondylitis 

Shoulder - Rotator Cuff 
- Examination of shoulder - Demonstration 
- Most common upper extremity problem of older age 
- Mechanism -repeated, forceful abduction and rotation of shoulder 
- May begin with fall, minor trauma. or forceful lifiing, but persists with 

normal daily activity 
- Most common tendon injury to supraspinatus, under acromion 
- Pain with abduction - "catch" at 45 degrees 
- Supraspinatus tendon may become calcified, thickened - inflammation 

may extend into shoulder bursa (bursitis) 
- Occasionally inflammation noted also in long head of biceps (bicepital 

tendonitis) 
- Treatment - RICE, anti-inflammatories 
- Mobilization exercises of shoulder (wall crawling, pendulum) very 

important to prevent gradual fibrosis of capsule and "frozen shoulder" 

Upper Extremity Traumatic Injuries 
FMlSH (Fall on Outstretched Ann) 
Wrist - hcture  of carpal navicular (scaphoid) 

- Examination -demonstrate wrist and snuffbox exam 
- Most common injury of FOOSH in young people 
- Pain in anatomic snuff box is hallmark 
- Most important - initial X-rays may not show fracture until 10 - 14 

days later 
- Should generally be referred to specialist for followup 
- Must treat with thumb spica cast until X-ray negative a! 10 - 14 days, 

or if fracture apparent, until complete healing (minimum of 3 months) 
- Denger of not immobilizing immediately is non-union of navicular 

bone, with secondary severe osteoarthritis of the wrist. 

Forearm - fracture of distal radius 
- Very common fracture in elderly (osteoporosis) and in young boys 

Common Fractures and Sprains 2 



Elbow - &loation of d i a l  had io p m g  child 
- Common problem in children kss thm 4 yan of am 
- C.usad by pull a liftiog of child by handlauses disloath of ndid 

had a elbow kause of immature dmlqnneat of radius 
- Child dots not use urn, holds it with hand in prooation 
- Can be casily duecd at PHC, cspeially w W i  first I - 2 days by 

foraful supination of wia with ancasion of elboar 
- DawnsharcrrductionrnMeW~ 

Shoulder - Aaaoio-clrvi~dar -oa 
- Examioath - &noastrap cMek ad mumioelavicultr  err^ 

- Caused by fall d W y  omo sbouldu with ocrr of aaunioclavieular 
ligament md ~ l a v i c u l a r  lig.mcnt 

- Par;ialtcllrswymmmon-eaurepinhminsmbili 
- E m - a r m p l d c A C ~ n u y m t ~ ~ ~ ~ p a i a u n k s p t i a t i s  

hcavy pbysial l.bom 
- Can be t reed at JWC, unless p t imt  is ha\y l r b a a  a *hlctt 
- Trea twi th~ l i fa4-8-  

S h e  - of cLvicle 
- Vayaaamo~fnaurrmyoungchildrco(somclimcssor~iodifficuh 

delivsris in woorta) 
- Tadnovp-si t t -d lymiddkaWpmofd.vicJc 
- Usually good h d i  with canpktt rrmodelmg- will hve pmincd 

lump at hdm site for s e v d  manhs 
- C.abetreatodatPHC - T~withfigrnadbdag~Tor3-4w&ts-prclllsshollIdbe 

imuauJm~fornumboasofWeireu~c&ugcs -- 
Overuseanddcgcncndiveinjllria 

Foot -Heel pain 
- P a i n i n b o t t o n , ~ S i d e s ~ f ~ l  
- W m e o n f i r s t ~ i a A M . m d a A a k n g s n l h g ~ d c y  
- GcaPr l lyaurcdbyint l rmm~athust imof~hscihao 

cabms(het~)-rube~ytadatoplptiollathispoid 
- T r a t m a r t - h h a l ~ ( t o p n b s t ) , ~ f t ~ k d ~ ( ~  

shat), mti-innanma (NsAm) 
- Most impaent pm of beatmat - strckhg ( w b  finlbu 

tearing) of plantar faei 
- DQloasmtt-oracir 

Ankle - Arbilles tendonitis 



- Pain in posterior calf and ankle 
- Generally seen in runners or athletes in training, especially jumpers 

(basketbal I) 
- Tender to palpation at insertion of Achilles tendon on calcaneus 
- Treatment - RICE, anti-inflammatories (MAID) 

Knee - Patello-femoral pain 
- Pain in knee, often on arising after sining. or going down stairs or hills 
- Multiple causes - may be related to micro-strain of patellar tendon, 

inflammation of patellar cartilage, or sometimes old meniscus injury 
inside knee 

- OAen related to relative inactivity with bursts of leg activity, and to 
tight leg muscles 

- More common in young women, overweight older women, athleres 
who jump a lot 

- May be tender at patellar tendon insertion, on compression of patella 
- Knee exam is stable 
- Treatment - RICE. anti-intlammatories (NSAID), stretching exercises 

Knee - Osgood-Schlatter syndrome 
- Seen most commonly in early adolescence, especially in those who run 

orjump a lot 
- Pain and swelling over :nsertion ofpatellar tendon (anterior tibial 

tubercle) 
- X-rays show a pulling away of bone chip at insertion of patellar tendon 
- Important - will heal spontaneously with simple rest and reduction of 

running and jumping activities - no other treatment or referral needed! 
- Generally resolves when epiphybes fuse, around 14 - 16 years of age 
- Only residual may be a slightly pron~inent anterior tibial tubercle 
- Most sensitive test ofpatholog) -pain on internal rotation 

Hip -pain on walking 
- Differential diagnosis of limping thild by age and associated 

condition: 
o Fever - septic arthritis (emergency!), transiest synovitis 
o Night pain -tumor 
o Age I - 3 years - CDH, septic arthritis 
o Age 4 - 10 years - CDH, aseptic necrosis of femoral head 

(Legg-Perlhes), juvenile rheumatoid arthritis, transient 
synovitis 

o Age 1 1 - 16 years - Slipped capital femoral epiphysis, overuse 
strain of tendons 

- Because of multiple causes - most children with persistent limp should 
be referred for evaluation by specialist 

Traumatic Injuries to Lower Extremity 
Ankle - Ankle sprain 

- Examination -demonstrate examination of ankle 

Common Fractures and Sprains 



- Commonly causal by inversion ad plam h i o n  of =We 
- A* acute injury, sbould ask about immali.tc swelling md 

ambularion 
o No i m d i  swelling and abk to ambuluc initidl) - G n k  I 

or mild Grade 11 s p i n  
o Immediate swelling and unable to ambulate initially- svm 

Grade Il or Grade 111 sprain or posible hrnw 
o Always palpate d i d  fibula - soox severe be 

asroc id  with fncturc of tibulr (lataal malkdus) 
- Laid ligament injury should be graded: 

o GRk I sprain - no instability of lmcral ligaments 
M i  edema and bruising 
Minimal piin with ambulaion 

= Requires only simple protection (rat) for 5 - 7 &>s 
o Grade I1 sprain - moderate l a t d  ligamen~ injury. but no 

instability to ankk 
Moderate bruising and edema 

* O h  unable to ambubtc, especially a h 2 4  tnnus 
Tmdcrovcr lateral and ofla fibular& ligmmt 
Trested hen with temporary inmobilitaion (miffboa 
crutches, walking cast) for 7 - 14 da>s d m l  
mobilization 
MaybcbeedmPHC 

o G d e  I11 sprain - cmnplat tear of lnaal ankk l ipmmls 
Scwrc bruising and cdana 
Ankle fcels 'loou" and unsmble - InvnSion test is positive, often amrrior drawer is 
positive 

= Trw!cd with cast (may be walking cast lAer fim 5 - 7 
days) for 6 - 8 weeks minimum. then protcaioa in stiff 
boa 
Should generally be m f d  for matmm~ 

Knee - K n a  sprain 
- G n d l y  result of twisting injury or blow to uncria a l.oal knee 
- Whcn possible, man valuabk examination is i m m c d i  after injury, 

befoit swelling md inflammation 
- Ask abwt "Pop" or forp"  sound with injury -- higbly suggestive of 

tom ligament especially anterior cruciPre 
- Eruminc knee for &lit). of rnlbtd and &me ligments - 

dawnsbate examination 
- Canbegraded/U,orl~&skfore 
- Evidence of instabiiy - pdmbk tan ligament (Gndc IU s p i n ) -  

=fa for specialist trC(rmKDt 

- No aplarrnt indabil i-  probably injured ligament (Cirsk I a Il 
sprain) - may be bc in PHC 

- T mtmcnt of Grsde I and I 1  sprains - RICE, i m m o b i l i  (splii in 
Cxtcnsi~n) for 5 - 14 days. 

Common Fmawcs and Sprains 



- Follow immobilization with mobilization exercises, work toward full 
flexion and extension 

- If still painful with activity afier treatment and attempted mohili7ation, 
consider unrecognized tom ligament or damaged meniscus - refer for 
specialist evaluation 

CRITICAL ELEMENTS FOR REFERRAL 
Overuse injury that does not respond to simple therapy and time (may be several 
months) 
Trauma with suspected fracture (other than toe, rib, clavicle) 
Grade I11 sprain of ankle or knee, with suspected or evident instability of 
ligaments 
Any child with a persistent limp or pain of the hip 
Night bone pain 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE 
Demonstrate the proper examina!ion ofthe wrist, elbow, shoulder, ankle, knee and 
hip 
Describe the mechanism of injury of the most common presenting musculo- 
skeletal injuries, both overuse and traumatic 
Describe the differences between Grade I, 11, and 111 sprains 
Describe the management and tnatment of the most common musculo-skeletal 
injuries, both overuse and traumatic 
Understand when to refer an injury to a specialist for more definitive diagnosis 
and treatment 

Common Fractures and Sprains 



Shoulder Aortomy 

JMenustik
Best available



I Ankle Anatomy - lateral 

I Medial 

JMenustik
Best available



Wrist - Scaphoid (Navicular) Injuries 

tnwked~ecLaIybythetsndondlhe 
ex!- w*cio Irmus. and bv 

JMenustik
Best available



Cardio 
Pulmonary 

Resuscitation 



CARDIOPULMONARY RESUSCITATION 

LEARNING OBJEClTYES 
Describe the definition and priwitics in CPR 
Undastand tbc managemcot oflirany obmmxh 
Describe the technique of CPR in both a w i m d  ad m w b c s d  w l h p  
Be able to comdly intcrpm d i s  fibrillation and apply defibrilktion 
Undastwd the modifications to CPR aarrssry in resuscitation of i n h r s  d 
children 
Use properly the basic medicines available fbr CPR 

TEACHING STRATEGIES 
Combine didactic teaching with dcmonnrstion of CPR tcchniqua - a). to givc 
no more thw 15 minutes loam before each d a n e o n  
Break p a r t i c i t s  into smaller groups to pactice CPR tcFhniqus m manilrias 
orcechothu 

MATERIAIS AM) EQLIPMEh'T 
Ovahesdpmjojeaorandtransparraeics 
Chalkbod or Whittboard 
Demonmation mattiins for CPR - dult  8nd in6111 
Alcohol solution or othw disinftaant for cleaning manikins .fbcr ach use 

LEAmIh'G POINTS 
C- of anoxia and cardiac anst 
4 Foreign body, especially while eating or m anall children 

Drowning 
4 Bmnchosparm or Layngasprrm, as in swae dlegk m i o n  a smw 

rschrrm 
4 Trmnna to~ancck  
4 M y o c a r d i i n ~ o n  
4 PulmoDuyanbolii 

AiimllMgmKldPdveaiLtioa 
4 Airway clearing - Heimlich mrnamr 
4 A m y  positioning - jaw t h ~ ~ &  acdr artcn*on (ex* in had a d  

injuru) 
4 Mouth to momh -adult; m o d  to Caamos m chi* 
eeaghnask 

RauscitationRatocol-1mwimesoedwllrpsc-lad2rrscuas 
4 Ropateebniquc-1- 

r A t t a n p l t o ~ a u c ~ ( ~ a n d s h o u t ) - r m h M m m c i a r n r s  
b. C k  and Open airway (jaw thrust, neck adnuk) 
G Coafirm.bsneeofbrramii-give2-by-a 

rmuUAmbubag 
6 Cheek d d  plk confirm absatce- begin cbea ocmpmsiom 



e. Position of rescuer's body 
f. Position of hands on chest 
g. Correct compression (straight down 2-3 cm.) at 60lminute 
h. Ratio chest compression to respiration - 15:2 in adult (1 rescuer) 
i. Check for ventricular fibrillation and defibrillate as soon as possible 

t Resuscitation Protocol - 2 rescuers 
a. Attempt to arouse patient (shake and shout) - confirm unconsciousness 
b. Clear and Open airway (jaw thrust, neck extension) 
c. Confirm absence of breathing - give 2 breaths by mouth-to-mouth or 

masklAmbubag 
d. Check carotid pulse, confirm absence - begin chest compressions 
e. Position of each rescuer's body (opposite sides of patient, I providing 

respiration, 1 providing chest compression) 
f. Position ofhands on chest 
g. Correct compression (straight down 3-4 cm.) at 60lminute 
h. Ratio chest compression to respiration - 5: 1 in adult (2 rescuers) 
i. Alternate positions frequently to avoid fatigue 
j. Check for ventricular fibrillation and defibrillate as soon as possible 

t Resuscitation Protocol - witnessed collapse 
Same as Unwitnessed protocol, but add strong blow to chest before 
beginning chest compressions 

t Risks to patient of cardiac massage 
Fracture of ribs 
hewnothorax 
Damage to liver or spleen with hemorrhage 
Need for proper technique to minimize risks 

+ Medications used in CPR in the health center 
IV fluid - Ringers Lactate at 200 - 250 mllmin, also used to give 
medication 
Epinephrine - for improved contractions, fine fibrillation. asystole - 1 
mg. IV (10 ml. of a 1:10,000 solution) 
Sodium Bicarbonate - only given in resuscitation efforts lasting longer 
than 20 minutes - 50 meq. IV 
Calcium - asystole or elecuo-mechanical dissociation (ECG activity 
with no pulse)- 5 ml. o fa  10% solution IV 
Atropine - for bradycardia <rlOlmin. - 1-3 mg. N 
Lidocaine - for ventricular fibrillation, arrythmia - 1 mgkg or 50-100 
mg N for adults 

Defibrillation 
+ Recognition of ventricular fibrillation, ventricular tachycardia, asystole, 

electromechanical dissociation 
t Knowledge of defibrillator machine (how to turn on, how to charge 

paddles, correct placement of paddles) 
t ~ o r r e a d o s a ~ e  of joules - inckasing.stmgth and protocol 

Begin with 200 joules, then 200 again, then 360 

Cardiopulmonary Resuscitation 



Pediatric mscitation 
I n h  and children most o h  have only mspirroy mest. may only need 
mouth-to-hcc or m&Ambubag ventilation far rrcoucr). 
Initial amhation of eobpst same as tbr dulc 

Shakcandshouttoooafirm~iocvnwss 
Clear and opm airway (clear foreign b o d i  neck exlmsion &jaw 
thrust) Etps*Oy important in draraing, body cklri.L h 
cbWm 
h f m n  absarr of spmtanaws b r e d h g  -give 5 bcaths 
Chcekurotidpulsc,confirmlbscncc-bcgincheslcanpcssions 
Usc 2 fingertips (id) or plm of I hand (child) 
Compras chat 1-2 cm.(inht) to 2-3 an. (child) 
Ratio of compressions to btaths - 5:l 

r A m y  manrgannn - mild neck extcnsiohjnv thrust favPd 
Fo~ign body - Back blows alternating with Hcimli i  m a m u a  (hu 
chest comprmion) 

PREVENTION lSSUES AND HEALTH EDUCATION .MESSACES 
Consider holdig basii CPR insmctii ckscs for m c m h  of the ammuniIy 
Encourage community vigilance for potential hazards such a unpoaacd 
cistans or othcr bodii of w9cr. &c&id hrank ctr 
Use evay oppomrniry to promote duction of risks fa emn y m- 
disease, such as avoidance of smoking, )ow fat dim regular arcrcisc. 

PATIENT OR FAMILY COG'NSELING ISSUES 
When possible, infmm h i l y  mh of CPR activnies md explain poas 
Dcal sympathcfidly with anot io~l  respoons of family ncmbas 
Undastlad that ange and confusion may be an initial rapoasc by rmc 
h i l y  mmbas  to a CPR situation - counsel d m a a h  to WS over- 
to this 

CRITICAL POINTS FOR REFERRAL 
ALL piam who ae succcssfirlly resusipad with CPR sharld k 
bansfed to an appropr*tc bospii m soon as vital W i  haw b e a ~  
srabll i i  

CRITICAL IUWENTS FOR EVALUATION OF' COhPElENCE 
Comd application of 0 . C  of resusc* 
DawastratioaofamatshniqucinaargingriAny- 
Dan~ofama%tcchaiqucofCPR-witnesdradlonvimaxd~ae 
and two mau 
Coma idcutifdon of ventricular fibrillation, vcntriculu b c h e  
nystoie, ad e u i  d i ~ i a t i o n  
Proper application and use of dK Qfibillma . 
Deanonstdon of ama% tcchniquc of CPR f a  inhnts ad childm 



RESUSCITATION PROTOCOL - SUMMARY -- 7 

Adult - 1 Rescuer Adult - 2 rescuers 

! 
i / Unwitnessed Callapsc 1 Unwitnesed Collapse ; 

I I- 
Confirm unconsciousness (shake and shout) + 

i 1  I 
b-- -- 7 

I I 
Call for help if available i kt---- I Open airway (neck extension, jaw thrustj 7 i 

I 1- Confirm lack of breathing (look, listen, feel chest) -- _i I 

F"T Check for andclear foreign bodies 1 
I / 
1 6 j Give 5 breaths (mouth- j Give 2 
1 I to-mouth or to-mouth or to-mouth or 1 1 masWAmbuBrg) 1 masWArnbuBag) masWAmbuBag) 
I ---L- 4 

H T i n f i r m  continued absence of respirations and absence of pulse - feel carot~d 1 
artery I 

I 
7- 

Begin chest 
cm at I compressionr ( 3-4 cm at ) 

I 60/min.) with two hands I 1 1 ~ontinue'res~irations at continue respirations at continue respirations at I 
/ 1 rate of 5 compressions/l rate of 15 rate of 5 compressions11 / 
/ 1 respiration ( compmsionsR 1 re"ration 

1 j respirations 
9 1 Check for ventricular fibrillation and defibrillate as soon as possible 

i I (200 -200 - 360 - 360 joules for adult) 
1 i 

Begin IV and Ringers Lactate 
4 

Give epinephrine IV (O.Olmg/kg for a child; 1 mg for adult) 
Give other medications as  appropriate to situation 

I 

Cardiopulmonary ResusciLation 

1 
I 
I 

Re-evaluate situation 
every 5 minutes 

Re-evaluate situation Alternate positions 
every 5 minutes 1 frequently. Re-evaluate 

I situation every 5 minutes 



Abdominal 
Pain 



ABDOMINAL PAM 

Todcscribcrhcmmtccwmaeauuaof~iorlpain.ndthe 
cham%aMcs of afh 
T o d t v ~ a s ~ i e a p p r o s e h t o r h c w a l u P i o n l r a d ~ m c y ~ t  
of aWominal pain 
To bc abk to effceriily manage and distinguish the non-life-thrrarming typa 
of abdominal pin 

TEACHING STRATEGIES 

Use case studies to stimulate discussion awl o d g  8bouI the inithl 
evaluation and managancnt ofaMomiml pain 
U s c l c c t l n c a ~ ~ t a t i o n ! ? ~ d i d a c t i c m a a i . l , d l ~ r o c l p  
disussion.fbr pcvartioa. counseling and patiart education issues 
Review and danoaseslc the wmcl mahod of cxaminiig thc sMrmcn m a 
voluntem Cmspcction, pcrcussim, gentk plpion of all fwr qudtm& 
auscultatioa) 

LEARNING FOMTS 

Common Cavsa of Abdominal Psi and Clinical -Won: 

1. PeppicUlcaDi- 
a. Typically pmmts ar burning pain in hc m a  
b. Painofpsriculcasuruallyimponswitbrood 
c. Sympccas may hnpwt with .atacids a H-2 .a9eonias 
d. lfbkcdii develops, plticnt m y  pxsmt wim melam 
e. ~ f . d m m a y b e  - ?.f&iaths (anti-intlanm*oria, apirhS ~aibiotics 1- 

ery(hmmycin1 - Sires 
- Akoh01 use or OY- - Smolring 

. . 
2. - 

a. Vayararmoacprpof.Mornim 
b. Udlyvinl dioiosy 
c. l ) p i i l y  diffua and aampy 
6 Commonly associated wilh d i i  may aka hrw mum 



d. Pain is often temporarily relieved with passing gas or bowel 
movement 

e. Often associated with chronic anxiety or tension 

4. Peritonitis 
a. Etiology is a ~ p t u r e d  viscus 
b. Sudden-onset of pain 
c. Physical exam diagnostic - findings include rebound, involuntary 

guarding 
d. Upright abdominal films may show free air under the diaphragm . - 
e.  ires immediate s~r~icaiintervention 

5. Appendicitis 
a. Classically periumbilical pain, migrating to RLQ, but may be mid 

or RUQ 
b. Fever, leukocytosis, nausea, vomiting 
c. Anorexia is a classic sign 
d. On physical exam, look for signs of appendiceal inflammation 

adjacent to muscle, e.g. Psoas sign (pain on extension of right 
thigh), Obtrurator sign (pain on internal rotation of right thigh) 

6. Acute Cholecystitis 
a. Pain in RUQ and epigasbium 
b. Colicky, then steady aching pain 
c. Nausea and vomiting, low-grade fever, leukocytosis 
d. Usually worx a tkr  meals, or with greasy foods 
e. Examine RUQ for Murphy's sign (pain in RUQ on deep palpation 

with inhalation) 

7. Small Bowel Obstruction 
a. Usually mechanical etiology, e.g. adhesions, tumor, hernia 
b. Symptoms include sudden onset of diffuse pain, distention, 

vomiting 
and obstipation 

c. Physical exam remarkable for distention, diffise tenderness and 
high-pitched bowel sounds 

d. Requires surgical evaluation, and usually immediate surgical 
intervention 

8. Abdominal Aortic Aneurysm 
a. Sudden onset of knife-like pain suggests perforation 
b. On physical exmn, look for pulsatile abdominal mass 
c. Size > 5cm by ultrasound has significantly higher morality 
d. With rupture, patient may become rapidly hernodynamically 

unstable- immediate surgical intervention is required! 

9. Panmatitis 
a. Knife-like epigastric pain, usually sudden onset 
b. Usually radiates to the back 
c. Usual etiology is gallstones or alcohol abuse 

Management of Abdominal Pain 



10. E C g D p i C w  
6 C ~ i c t r i d o f f e v a f e v a ~ ~ m d ~ b k d @  
b. Any warmn of childbcPing age pmating wilh withi  plbr 

Simuldbcrdtcdrbadbaigt~priod 
c. R i n i s u s u a n y i n l o w a q ~ s d ~  
d. I fruphmbaJoeeumd,paimaals i~dhypamdm~k 

pnscat 
c. On physical acan. classic finding would be a .mKul 

lnms 
t U d l y  requires surgical rcmovd f a  dcfiaitivc tbenpr 

Thc area of the pain, including its origin ad pftan of &oa, time of oanS 
nature, and associated sq~~ptaas  will fresucntly makc Lc dbgmsk A mmcllsmvl 
histay should be obtamed 

Quenions to Ask: 

1. Type of pain - d B k  a gmenlitcd? 

2. Loarionofplbr-~cb~Isitpaumbil&Diditr~~M'crld 
shift to RLQ? (can be h d i d v c  of appendicitis) 

3. Quality of pain - scvq s h q  or armping pas- a aarmS paiodie Pd 
changing intensity om minutes ( e o l i i )  

6. Aggravating fiaors, e.& wcrrse with positim, catkg a dhkh~& llcoboL 
foods (could indicate chokqstitis), smss, mlk slninine? 

1. we* bss, whicb might mrligaey ax 



4. Melena or blood per rectum: check with Hemoccult. If negative 
consider foods ( co lod  drinks, beets) or medicines (iron). 

B. Jaundice. Consider pancreatic cancer (painless), hepatitis, hemolysis 
(sickle cell, G6PD deficiency, transfusion reaction), alcoholic hepatitis, 
choledocholithiasis, primary biliary cirrhosis, etc. 

C. Urinary symptoms. Dysuria, hequency, urgency, hematuria. Renal 
problems often present as a complaint of abdominal pain. Consider 
urolithiasis, UTI, testicular torsion, etc. 

D. Sexual activity, last period, birth control, history of venereal disease, 
vaginal discharge, spotting or bleeding. Consider ectopic pregnancy, 
PD, ovarian torsion, ~p tu r ed  ovarian cyst, etc. 

E. Past medical history including other major illnesses, prior surgeries. 
prior studies performed for evaluation of abdominal problems, family 
history of any similar complaints. 

F. Medications. Especially digoxin, theophylline, steroids, tetracycline 
(esophageal ulcers), analgesics, antipywtics, antiemetics, barbiturates. 
diuretics, alendronate (esophageal ulcers). 

I. Physical Examination 

Vital signs. Observe for signs of shock, elevated temperature, signs of 
dehydration noted with dry mucous membranes and decreased skin turgor. 

Abdominal exam. 

1. Inspection. Scaphoid appearance or distention, point of most 
severe pain, hernia, scars. 

2. Aureulatioa. High-pitched bowel sounds are suggestive of an 
obstructive pmcess. Absent bowel sounds are suggestive of an 
ileus. 

3. Palpation and percussion. Muscle rigidity 
(voluntaryfinvoluntary), localized tenderness, masses, 
pulsation, hernias, peritoneal irritation (rebound: cough or 
jumping also may elicit "rebound"), involuntary guarding, 
obturator sign (pain on internal and external rotation of hip), 
psoas sign (pain on straight leg raising by using obturator 
muscle, may indicate abscess, etc.), Murphy's sign (RUQ pain 
when breathing in and pressing over the liver), liver dimension 
and s p l m  dimension. 

4. Tendernem of tbe costo-vertebral angle (over kidneys) 

5. PcMc exam in women. 

6. Rectal exam. To rule out GI bleeding, prostatitis, etc. The 
absence of rectal tenderness does not preclude the diagnosis of 

Uanagement of Abdominal Pain 4 



p p e a d i c i t i s ~ r d o c s ~ l d C t b c ~ ~ f ~ ~ i d + . T h c  
4 cxamiapion should be wcd to dd m yarr anirc clinical 
p*. 

Peritonitis 
w l i z c d  guarding, tenderness. rebound tcndmms. hpsactiw or absent 
bowel socmds 

Appdieitir 
Right Iowa quafrant tcndaness, guuding and rcbwnd, discme mdmess it 
Mdlmney's pohn, peak age 10-20. . 

AclltecLokyrtitir 
Right upper qurdrant tendane~s and guardiig poritive Murphy% s ip .  may 
radiate to right scapula 

High SIUU Bowel olntnctron 
So,= vomiting. dcbybtioa no dincotion 

LmSnullBowdobmutiorr 
Distention, h-pmctive and high pitched b m l  samds. vomiting. 

Bardhhrctiom 
Pain out ofpropoltion to tcdcmcs reaal blcalimg if venous inhmion. 

Pucmrith 
Steady, xvas LUQ and c p i w  pain radiating to the hdr; pin k s  wbca 
sits f a a d  darrascd BS; diffur tcndarra. 

B. Lira liuictirn tests ad liver enz)mes; aEyl.se and fa clppa 

lWami i  paio. 



C. Othn studies as indicated: chest radiograph (upright) for pneumonia or 

free air (best radiograph for free air). Abdominal flat plate and upright 

for bowel obstruction, ileus, free air, abnormal calcification. 

Ultrasonography to look for peritoneal fluid. ECG for acute MI, 

ischemia, or arrhythmias. Paracentesis may be important with fluid in 

the abdomen or in evaluation of abdominal trauma. Cu:docentesis 

(noncloning blood for ruptured ectopic pregnancy). 

D. Pregnancy test on all reproductive-age females unless status post 

hysterectomy. Sexual history is often unreliable in the emergency 

sening. 

IIJ. Management of Abdominal Pain Syndromes 
I. Peptic Ulcer Disease 

a. Dietary modification - avoid spicy and fany foods 
b. Stop smoking!! 
c. Avoid alcohol drinks 
d. Investigate stress in life 
e. Medications 
f. Begin with simple antacid or H2 blocker (cimetidine or ranitidine) 
g. Carafate often effective in reducing symptoms of gastric ulcer 
h. Ifno response to above, switch to omeprazole, or other proton 

pump inhibitor 
i. If symptoms recurrent, consider testing for Helrcobacter ovlori, or 

s im~ly treat with three medications (onieorazole, amoxicill~n. 
megnidazole) for I0 - 14 days. 

2. Non-ulcer Dyspepsia 
a. Often responds to dietary change such as avoiding milk or fatty 

foods 
b. May try antacids or anti-spasmodics 

3. Gastroenteritis 
a. Maintain hydration, occasionally needs IV rehydration 
b. May benefit from anti-emetic (phenergan, etc.) if other causes 

excluded 
c. Reassure patient that symptoms are usually short lived 
d. If diarrhea prominent, avoid dairy products and fatty foods for 

several days. 

4. Acute Cholecystitis 
a. Avoid fatty foods 
b. Maintain hydration if vomiting or diarrhea 
c. Antispasmodics (atropine, hyoscine, etc.) useful for pain 

Management of Abdominal Pain 



5. Irritabk Boanl S~mdmmc 
a Explae relationship with stw and tension in prrient's l i  
b. May beaefit from high fiber, milk md f i t  k c  d i i  
c. May need m ~ o d i c s  (mupin+ hyolrine) p a i o d i  
d. M a i n  h-vdmtion when diarrhea 

6. Pancimthij 
a lo mild cases, maiutah hydration 
b. If pain or vomiting severe, may need rcfcrrsl for h m p i i i  .ad 

hydration 

7. Ectopicprrgnancy 
a. When d i i  swpctd & for &&five d i i  and 

llealmalt 

Initid Trcabat for Severe Abdomiul Pain 

. D e c i d c ~ r h c t b t o a d m i ~ m d ~ d i s d u r g c , o p n n .  Sairf 

examinations may clarie the diagnosis. 

A. Allow no rood or fluids by mouih m i l  d i i i s  is clar. 

B. IV fluids: b i d e  on expected fluid losst and narcat M of 

hydratiolL 

C. NG tub for vomitiag blading, a obohuftion. 

D. Foley c a t b e  to monitor fluids. 

E. F'oin d i  will o h  help clarify he diagnosis. 

F. Saial i.bs may k bclpful *idly CBC, a r d k  auymcs. 

P R E ~ ~ O h '  lSSCES AND PATIEM EDUCATION MESAGES 

a Rwi isducnioatopr t icntsmdhi l i .banr igrrmds~sof l i fb  

t ' g , s l n g i c a l o r ~ . W o m i n d p a i n m d ~ t D r s e k '  te 

mtdialevlhptim 

MmapmM of Abdominal F'ain 



Provide advice for simple steps at home to manage abdominal pain that does 

not seem surgical: 

o Avoid food until symptoms improve 

o Clear liquids for rehydration if significant diarrhea is involved 

o Avoid analgesic pain medications if possible 

o Consider a trial of antacids or H-2 blockers 

CASE STUDIES 

1. A generally healthy woman of 30 years old complains of moderately severe 
abdominal pain of 2 days duration, mainly in the right lower quadrant ofthe 
abdomen. She feels like she has a slight fever and some nausea. She does not 
have any vomiting, diarrhea, urinary urgency or pain, or pain in the back. She 
takes not medications regularly. Her menstrual cycles are irregular, and her last 
menstruation was 5 weeks ago. 

a. What are the most likely possibilities that could be causing this pain? 

b. What further evaluation (history, examination, and laboratory tests) should 
be done to clarify the diagnosis? 

2. A 42 year old female presents to the Health Center complaining of intermittent 
abdominal pain for the past several years. The pain is generally in the upper 
abdomen, described as a fullness, bloating, and occasionally cramping. It is 
sometimes worse after eating, especially after mansaf. She has occasional loose 
stools, and occasional constipation, but no consistent diarrhea. She has not had 
fever. 

a What are the most likely possibilities that could be causing this pain? 

b. What further evaluation (history, examination, and laboratory tests) should 
be done to clarify the diagnosis? 

c. Should this patient be refemd, and with what urgency? What measurn of 
treatment could be attempted in the Health Center before referring the 
patient to a specialist? 

3. A 50 year OM man comes to the Health Center with seveie burning pain in his 
upper abdomen for the past 12 hours. He has vomited two times, and the last time 
it appeared to have some dark material like coffee. He has had similar episodes of 
pain occasionally for the past several years, and has not eaten spicy foods for 
several years. He also has some arthritis, and one month ago was given 
diclofenac, which has decreased the arthritic pain significantly. 

a. What are the most likely possibilities that could be causing this pain? 

Management of Abdominal Pain 



4. A 62 year old man is brought to thc Health C a r e  with a 24 hour history of 
~ g l y o e v e r e a b d o m i i p a i n a n d r e a ~ n t ~ g .  lltcpainbqmintbe 
mid abdomen vay mildly, but po(gestively incrrmd. Thm bas been no 
d i . n b e r , d n o ~ I s ~ t h c p a 1 2 b w r s .  Wboniypasrhiaayuasa 
hospitalization fa a pdnatcd rppndicitis 20 y a m  .g~.  He uLa a d y  
medication for his blood p**nrrr. On examidon. hi ddam is dkmdal md 
appears full of gas. 

a What arc the most likely passibilia Ibat could be ausing thb pin? 

b. What funher evahution (history, examination, d Mmtmy tests) should 
bcQnctocllrifLthcdiagnosis? 

CRlTlCAL ELEMENTS FOR REFERRAL 

Any patialt arim suqlcmd surgiul dology cg. apQdicidis, paitmi& 

cwoc cholecystilis. d l  bowel obstmtion, aXopicppmcy, 

aWomi.orticaaayan 

CRITICAL ELEMENlS FOR EVALUATION OF CQ- 



Able to comctly evaluate by history and physical exam patients who present 

with abdominal pain, and distinguish serious from non-serious causes of pain, 

and likely surgical etiologies that require immediate medical anention 

Understand initial management of abdominal pain and stabilization of the 

patient, if necessary 

Clear understanding of when to refer patient with abdominal pain for fUrther 

evaluation and management 

Management of Abdominal Pain 
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NEONATAL AM) INFANT SCREENING 

TEACHING STRATEGIES: 
U~e~ariofarmlpraeotUimtogiwthehKmkdgcnadeQdlgroop 
discussion fa p m a ~  cdudoo 
Bniortormingdllroupworkuddiramim 
~ t h e s l r i l k n a d c d f a e l i n i a l d g  
i m r o k ~ i n ~ w o r k  

a Pmbkm solving md role playing in Mdwok 

MATERULS AND EQUIPMENT NEEDED: 
AudiovEanlrids 
Omwmchaw.S~~Ilendwts 

. - 
~ i ~ t o ~ r m i l y u d ~ o f d i n b b d c b ~ l d  

Smin on fsmily relationships (divonx more eaamwm) 



S h n  on family economy (mother not .Me to work, increased costs) 
Lost income and productivity of disabled child 
Increased costs to society (medical care, special schooling and 
equipment 

lntegmtion in the well-child care and immunization programs 
Scnening can easily be performed at routine well-child and 
immunization visits 
Provides an opportunity to educate and counsel parents about 
preventive measures 
Health workers should be trained how to tell parents about a 
concerning or suspicious result of screening 

1. Development screening is preliminary investigation, not 
definitive 

2. Emphasize that this is only a screening; refenal and M e r  
testing is necessary to confirm the rnult 

3. If a problem is confirmed, in most cases a treatment plan can 
be developed to help with the problem 

4. Avoid discussing long-term prognosis or management until 
developmental diagnosis confirmed 

Diagnosis and management of childhood disabilities is a continual 
team effort of PHC team and specialists 
All suspicions of abnormalities need to be confvmed by qualified 
pediatrician or developmental specialist 

All suspected abnormal screening results must be referred for confirmation 
and evaluation 

= Most can be referred to MOH Center of Developmental Disabilities - 
Amman 
Emphasii courtesy and confidmtiality in order to increase public 
acceptability of the screening services 

Conditims of the ncnbom which may be rreencd - Low birth weight1 prematurity 
- Dcvelopmmts) abnormalities 
- Maternal/ houshold psychosocial & socioeconomic risks 
- U n d c d e d t e s t i s  - Congenital hypothyroidism 
- Congenital dislocation of the hip 
- Abnormal head circumfmnce - Asymptomatic heart abnormalities 
- Eye abnormalities 

Cmditlws of iafiata and children wbieb may be m c n c d  - Immunization s t a ~ s  
- Monitoring of physical gmwth 
- Developmental abnormalities - Mentrl, neurological & psychosocial development - Congenital dislocation of the hip 
- Asymptomatic heart abnormalities 
- Visual problems - Hearing problems 



- u-tcstis - Anemia 
- H i g h b b o d ~  - (kalhealtbaobkms 

CLINICAL PWOTOCOL 
(xc amrhmcnts) 

c m  STUDIES 
Nadcrisa4-moatfiold b o y ~ u n s ~ g h t t o t h e h e a l t b c ~ b r v r c l l l m o a  

. . Hc 
was not fieding properly and a quick rrccning showed ao infm who could wl 
sum his head, wih weak muscle tone and poor sucking reflex. 

1. What additional infwmation umld yw rcqucn regadrng 
a Prrnstal history 
b. H i  tothe praalt 
c. Family h i i  
d. WyziealQRrnination 

2. How would yw proceed with a r c M ?  (what d you rrM. to d a m ? .  
when?) 

PREmYTIoh' ISSUES mi HEALTH EDUCATXON MESSAGES 
'k ~rlue o f  xncning and d y  detcaion Umqh the d m  d amm~lmay 
organaoas 
Very limited use of mediations in d y  pmgnmcy, ac@ k s e  absoiukly 
csscotial fbr hcsW of mothaor fetus 
Limited use of X-mw during miumw -. - 
~nzatmraemal dis- which un incf&ridr o f d ~ o l r r d d i n b i t i t * s  
( f o k  deficieacy, ~IICUI~~. Rh disease dcobolism, d*bdss wUiha, 
hypothyroidism & hyprthyroidisrn) 
Avoid swiEing md alcohol use during prrgacy 
Advisemamal innnmuatMn 

. . Crarws R u W )  
C o u r u c l a b o u l c m p m ~ ~ g a  
Advise antmaid a e  aod awntding beginning a d y  in pelplmcy 

aEALTH EDUCATION AND COUNSELING 
Liksyle modification 
scbooiandeducation 
Iroa rich die and supplementation 
~ m l d p s y e ~ i o g i a I f a d o n  

CRllXCAL ELEMENTIS OF REFERRAL 
Coofirnution of arsp ic i i  a positive results 
T o d e v e l o p a ~ f p I a n t o p e w n t ~ ~ o f t h e p o M c m  
Tat o h  h i l y  m a n b m  for thc m e  disease. 



C a n  of the Newborn 

Immediate Assessment - (Conducted in the hos~ital within first 24 hours) 
1. Keep the infant warm and dry during the examination. 

2. Review the birth record. 

3. Look at the infant's general appearance; take note of whether or not the infant is 
small or large, fat or thin, tense or relaxed, active or still; is the infant's body a d  
mouth blue or pink. 

4. Listen to the infant's cry (high, piercing cry can be a sign of illness). 

I. Check the rate of breathing, heart rate, and temperalure (specially important 
during the fvst six hours): 

Breathing should be without difficulty; normal rate is 30-60 breaths per 
minute. 
Hart  rate should be between 120-160 per minute (place two fingers over the 
infant's heart or use a stethoscope). 
Tcmpcntnve usually between 36.5-37.2T when taken under the arm. 
Hypothermia is temperature blow 36.5T. It is very important to prevent heat 
loss after delivery; dry and cover the infant especially its head, and by keeping 
the infant close to the mother. 

6. Weigh the infint (usually between 2.5 and 4.0 kg). Tell the mother and family the 
infant's weight. 

7. Insped the infant's body: 
Head -Note the sizes of the fontanelles (soft spots), suture, and molding 
Eyes - Clean the eyes and place 2 drops of antibiotic eye drops in each eye 
Mouth - Look at the formation of the lips, feel the inside of the mouth, 
check suck reflex 
Spine - Note swellings or depressions 
Limbs - Note their ability to move and number of fingers and toes 
Reflex - look for the infant's "stattle" reflex (arms open normally when 
You clap your hand) 

8. Watch the infant breastfaal. The nipple and a m l a  should be in the infant's 
mouth. 

9. Administer Vitamin K and antibiotic eye drops. 

Neonatal and Infant Sazming 



R & r t o a d o d a i f c n ~ i r m o y o f t k ~ s i g u :  
9 Poafccdiagorsuckillg 
9 Skcphgdl the time * F m r a  bypdbcnnia 
9 N o ~ 1 b y t h i d . y  
B Bl-oftklipsorsLin 
B Jumdicc (yellow skin) 
P Pasistad vomiting; vomiting with a nvoika abdoma 
> D i f f i c u h y a t l b l i r h i o g ~ ~  

Eye- 
Watayorduk~s too l swi thmucusawlMood  

Earlv Asxmunt fa 1' week) 
1 .  T a k c a h i s t a y f i u n t h c m o t h a ~ k ~ A d c t b c m a Q r r b a n t k  

following: 
B ~ - H o w m c m y t i m e s h s m C S 6 n 1 ~ s ~ ~ ? H o v a a y  
dmes during tbe night? 
Sleep - How much docs the in6at skq? 
Ul iMt i i -HowoRendoeJthebby~  
Stool-Whleolaistheao~landhowoflen? 
Cd-Hmthscbunanydimfromtkcord?btbac .~ lyrar l l?  

2. Exunine the mfmt and explain findimgs to the motha. NarrmlIidhp s b d  
includc: 

Gmcnl~pprma-cldiwwbenmrlrr 
~ - e a i l y . 4 0 6 0 ~ p a m m u t c  
Tcaymaurc - stin wram to touch, tanp. 3 6 S 3 7 X  
Weight-anewbommrylosesameweightwimmtkIirstfcwdryr~bLlb 
(IOWofbirth~@).Bydrytfoeeorfarr,tbeb.byrbouldbcpmP~ 
wight.grh,adshauldm@ntbebbchwcightbytbcadoftbc~ 
Hcd-'Loftrrpar"nadcparcdOrbrlgi0g 
Eyes-mdiscbgc 
M o u t h - ~ a r l r i n g b y o b s a v m g t h e i a b n t ~ i m v m p r  
mmlkmes mid 
Skim - not yellow or blue 
Cad - ao d i  or foul smell (tbe cord stump rbould fill offby two 
wedm bid) 



DPT and Hep.tltii B (quadrivalent) vaccine at two month visit. 
EIBv8edsc  

Eieht Weeks aAer Birth: Assessment and lmmuniutions 
I .  Take a history from the mother by asking her about the following: 

Brcclstfecding 
- How often does the infant feed? (Usually every two to four hours, 

including during the night). 
- How often does the infant wet? - Is the infant taking anything besides breastmilk? 
Sleep - How much does the infant sleep at night and during the day? 
Stool -What color is the stool; how often does the infant have stool? 
Immunizations - Has infant received BCG, oral polio, and Hepatitis B? 

2. Examine the infant and explain finding to the mother. Normal fmdings should 
include: 

General appwance - active when awake 
Breathing-easy 
Temperature- skin warm to touch, temperature 36.5-37.2OC 
Weight - more than at binh 
Head - "soft spots" not depressed or bulging 
Eyes - no discharge 
Mouth -check suck by watching the infant breastfeed 
Skin -not yellow or blue or dry 
Cord -off by second week after birth: no redness, no discharge, or odo? 

3. Administer infant first dose of oral polio vaccine and DPT and hepatitis B 
immunization. 

I RornHwr)ly~omvrrdnbs#hy IJIW born Cam A Kv- lbrC-(lQQ8), ACNM. 
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. . : a M t * r  Iimm-vhit 
Houdtold psycbosrrhl I IS wcll child md c d ~  I Hiatay a d  obantim I 

! 

! and ecoaa~ic risks I i m m u n m  visit 
I Undcsceaded tcstick 

i 
1 I s r d l c h i l d d a c h  1 Rbriaofat idain 

1 

&ah 
Is well child visit (0-2 
vecl;s) 

immunizltion visit / hmgs (wmwr a 
I i olrlmmrvalemrl 

W@ d bei@ 

hip (CDH) . . j i m m u m t m  visit 

I C i r a m l W  . . 1 i m m m m t m  visit I m c a u ~ e m c a t d m  I 

IswcllchilddaEh .-races 

rm~cuwl 

immunintionvisituntil16 -ad- 
- months ongrolvtbchrt 

~ p t o m a t i c  hem ' I' well child and ach / -of bcm ad 



Neonatal and Infant Screening 



C. Red Light R d a :  
Raent Absm 

C. Eye McwancmslFiion D. Smiles 8 maQl 
1 . N d  I. Ye5 
2. A l m a d  2. No 



9 mom%-Scning Date: 

A. Can sit without support B. Pincer grasp 
1. Yes 1.Yn 
2. No 2. No 

C. Doublecooing like Baba, Mama 1. Yes 2. No 

D. Presence of defense reflexes (Parachute tenex) 
1. Yes 2. Partial 3 .  No 

E. Malformation, Handicap, Acute or chronic imporiant disease: 

18 Month Screening Date: 

A. Can stand and walk witbout help 1. Yes 2. No 

B. Can build a tower with 2-3 bricks 1.Ya 2. No 

C. Can drop a pearl or small stone in a bottle 1. Yes 2. No 

D. Can, on request, go away and bring I. Yes 2. No 
well known objects 

E. Can speak simple words F. Can point at nose, eye and mouth 
I. More than 8 words 1. Yes 
2. Less than 8 words 2. Unsun 
3. No words at all 3. Definitely not 

G. Can fecd himself 1. Yes 2. No 

H. Malformation, Handicap, Acute or chronic important discas: 



Chddren 
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o Namocytic Anemia MCV 85-100 
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0 PhysicrlExmirution 



Infants and children - growth curve, pallor of conjunctiva, abdominal 
masses, hepatomegaly, splenomegaly, adenopathy, joint swelling or 
pain 

o Laboratory Evaluation of microcytic anemia 
Confinn hemoglobin < 9 gmldl, and MCV < 85 

= S a m  femtin for confirmation of iron deficiency (c 10 mg/dl for 
females, < 2OmgJdl for males) 

Confirmed by hemoglobin electrophoresis to exclude 
thalassrmia if necessary 

Test 3 stool specimens for parasites and occult blood 
a Other lab investigations necessary only if then is no response to iron 

supplementation therapy 
o Common causes of iron deficiency 

Diet - poor iron intake 
Cow's milk diet in infants 
Pfemahlre or low birth weight birth 
Chronic blood loss (from parasites such as hookworm, bleeding 
Meckels diverticulum, peptic ulcer disease, chronic NSAID or aspirin 
use, r e c u m  nosebleeds) 
Malabsorption syndromes (chronic giardiasis, chronic diarrhea, Celiac 
disease, etc.) 

o Management of iron deficiency anemia 
Comct diet with foods high in iron content 

Beef, lamb, liver, green vegetables such as broccoli, iron 
fortified cereals 
Decrease cow's milk intake if excessive for age 

Iron supplementation 
Must be given daily for minimum of 3 months to restore iron 
reserves 
Should ste improvement in hemoglobin within 2-4 weeks 

When anemia corrected, child should be seen every 6 - I2 months to 
be sure anemia is not recurring, and to confirm pmper diet 

PREVENTION AND HEALTH EDZICATION 
Identify and mat  anemia in pregnant women 
Begin iron supplementation within first three months in premature or low birth 
weight infants, even if not anemic at the time 
E n c ~ l n g e  full time breast feeding for the first 6 months of life 
Counsel mothers about appropriate foods when child begins to take solids -avoid 
excessive or exclusive milk diet 
Encourage plum@ to provide iron rich foods for their children when possible 
Screen all children for anemia with hemoglobin or hematwrit at 9-12 months of 
age 
S c m  any child for anemia if any evidence of fatigue, pallor, poor performance 
in xhd, hepatomegaly, splenomegaly, chronic or r e c u m t  diarrhea, weight loss, 
or poor diet 

Anemia in Children 





Diarrhea 
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Malnutrition 
Food intolerance such as cow's milk or gluten (wheat or oat products) 

8 Principles of Clinical Management of Acute Diarrhea 
o Definition of dianhea 

= Passage of loose or watery stools. at kast t h  t i m a  in a 24-hour 
period (Note: it is the watery consistency and total volume of the stools 
ratha than the number that is most important. Frequent passing of 
formed stools is not diarrhea) 

o Diarrhea and dehydration 
Dehydration occurs when loss of water and electrolytes (sodium, 
potassium, chloride, bicarbonate) in diarrheal stool is greater than the 
oral replacement of these losses 

o Formulation of Oral Rehydration Solution (ORS solution) 
WHO formulation: 

GmmdL 
Sodium Chloride 

Potassium Chloride 
20.0 

Water 1 liter 

ORS is a balanced solution of salts, glucose and water that allows for 
absorption of necessary electrolytes and water, even in secretory 
diarrheas. As glucose is passively absorbed in the bowel, both water 
and salts are absorbed also. 

o Effectiveness of ORS solution 
In most studies, ORS solution alone was as effective in nstMing 
hydration as IV fluids, except in cases of severe shock and 
hypotension. 

o Advantages of Oral Rehydration Therapy (ORT) o v a  lV therapy - As effective in treating dehydration as TV fluid in most cases 
Requires less equipment and nursing observation 
ORT is non-invasive and non-painful 
Can be administered by non-medical person, such as mother or other 
care-giver 
Satisfies natural thirst of child 

o Reasons for failure of ORT 
Giving insufficient quantity of ORS for degree of dehydration 
Giving child too much ORS at one time 
Stopping ORS because child is vomiting or reluctant to drink 
Failure to consistently encourage child to take ORS in small, frequent 
amounts 

Tnahnglt of Diarrhea in the Health Center - Setting up an ORT Comer 
o Select location for the ORT comer. This should have the following 

characteristics: 
Be close to staff, for frequent observation. However, it should not be in a 
crowded passageway 
Be near a source of water 
Be near a toilet and washing facilities 
&pleasant and well ventilated 

Diarrhea 
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o Pha A -Two Ruks for home treatment fw no or mild dehydration (0 - 5%) 
Rule 1 - Give the child more fluid than usual to prevent dehydmtion - 
at least 25 - 50 mlkg in first 4 hours 
o What fluids to give - recommended home fluids: 

- Suitable fluids ; Normal contain salt: (add d t  about 3g/l), such 
as ORS, salted rice water, yogurt, chicken soup. - Not containing salt; plain water, unsalted rice water, yogurt, 
weak tea (unsweetened). 

- Unsuitable fluids: drinks sweetened with sugar 
o How much fluid to give - the general rule is to give as much fluid 

as the child wants until diarrhea stops. 

Rule U - Continue to feed the child to prevent malnutrition 
o Breastfading should always be continued. 
o What foods to give: This depends on the child's age food 

preferences and pre-illness feeding patterns, cultural practices 
o Foods are the same as those required by healthy children 
o Milk (Formula) for the non-breastfed child. 
o Recommended foods should be culturally acceptable, d i l y  

available, energy rich fwd and contain adequate amount of 
essential micronuhients. 

o Use frequent small feedings 
o Continue giving the same food for at least two weeks after the diarrhea 

stops. 
Note : If the child will be given ORS solution at home, show the mother - 
how to prepare and how much ( ORS) to give her enough packets for two 
days. 

o Phn B - Health Center treatment for some dehydration (5 - I Wo) 
Weigh child as baseline for monitoring rehydration 
Give 50-100 mVkg of ORS in first 4 horn 
Using a clean spoon or cup. 
Feeding bottle should not be used for babies - use a dropper or syringe 
Give ORS solution teaspoonhl every 1-2 minutes for the child under 2 
years, frequent sips from a cup for an older child 
If child vomits, wait 10 minutes then continue giving ORS slowly 
Continue breast-feeding even during ORT as appropriate 
Monitor the pmgress of therapy regularly and record findings cvcry 1-2 
Hrs, then reassess the child fully after 4 hrs and decide what treatment to 
give next, following the guidelines of plan A, or B or C 
If child is now hydrated and alen, teach mother how to treat her child at 
home with ORS and food (plan A) 
Instruct mother in signs for which she should bring the child back 

If the mother must leave before completing treatment plan B 
give her enough ORS packets to complete rehydration for two days. 

o P1.a C - IV rehydration for severe dehydration (>lo%) 
Begin IV fluid immediately at health cmta ,  as follows: 

Diarrhea 
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Successful treatment of persistent diarrhea characterized by: 
1. Adequate food intake 
2. Weight gain 
3. Fewer diarrheal stools 
4. Lack of fever . 

Antimicrobials and other drugs 
An antimicrobial should not be given routinely with diarrhea - give 
only when bacterial or parasitic infection suspected or proven by stool 
studies 
Follow guidelines for use of antimicrobials (attachment 4) 
Antidiarrhea drugs (diphenoxylate, Imodium) have no practical benefit 
and never indicated for treatment of acute diarrhea in children 

PREVENTION AND HEALTH EDUCATION MESSAGES 
Breastfeeding 
Improved weaning practices 
Use of plenty of clean water 
Hand-washing 
Proper disposal of diapers of young childrcn 
Measles immunization 
Convince mother to use ORT, even ifchild is vomiting or uncoopcmtive 
Teach mother home management of next diarrheal episode (nutrition and fluids) 

CRITICAL ELEMENTS FOR REFERRAL 
Evidence of malnutrition 
Severe dehydration 
Persistent vomiting or severe, watery diarrhea 
No improvement in 3 days 
Blood in the stool 

CASE STUDY 
Sami is a 10-month old boy who presented to the health center with wetcry diarrhea 
and vomiting for the last 16 hours. On examination, his temperature was 39'~., his 
eyes were sunken, skin pinch goes back slowly, his mouth and tongue were dry and 
he drinks eagerly. 

Topics of discussion: 
1. Assess the dcgra of dehydration 
2. Discuss ihe need for referral to the hospital 
3. How would you begin and continue ORT therapy? 
4. What would you do to treat the fever? 
5. What would you do if he continua to vomit? 

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION 
Proper assessment of the degree of dehydration 
Recognition of associated problems like fever, dysentry and malnutrition 
Proper preparation and use of ORS solution 
Education of parents in prevention and management ofdiarrhea 

Diarrhea 
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Antimicrobials used to tnat specific cause of diarrhea 

D i i  I Ant&microbiiI 
I 

Shigella 1 Trimethoprim (TMP) 
~ m t e ~  I + Sulhethoxazole 

(SMX) 

, for severe case I x5days 
Giardiasis ' Menonidazolc 5mgkg 3 times a day x 5 day. / 250mgikg 3 times a day / 

Children 1 Adult 
h /Frque~ey I Duration 

15 < 

5MGIKGt 
25MGIKG 
Twicddav x 5 days 

Nalidixic Acid I 1 Smgkg 4 times x 5 days I 400mg 4 time a day 
x 5 days 
l g  4 times a day 
x 5 days 
7500 3 times a day 

1 - .  

1 

Diarrhea 

160mg+800mg 
twiccadayx5days 

Ampicilllin 

Amoebiasis / Metronidazole 

I 

25mghg 1 times x 5 days 

IOmgikg 3 times a day x 5 days 

I x 5 days J 
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o Endocrine abnormality such as hyperthyroidism (increased 
metabolism) 

Fever and febrile convulsions 
Approximately 3% of all children cage 6 may have brief convulsion 
associated with fever 
Clinical ch t c r i s t i c s :  

o Usually occurs ar beginning of fever, o h  before parent aware that 
child has a fever 

o Usually brief, less than 30 seconds 
o Usually a generalized convulsion, occasionally may be npeated or 

focal 
o Generally no evidence of toxicity, stiff neck or other signs of 

meningitis 
o The tendency to febrile convulsions should disappear by age 6 

First febrile seizure (especially in child less than 3 years of age) should 
generally be investigated to mle out possibility of meningitis or encephalitis or 
tumor 
Recent studies show that children with febrile convulsions have no 
abnormalities in development, school performance, IQ, or other measures 
Known febrile convulsions do not need anti-convulsant treatment - attempted 
tnatment with anti-convulsants is usually not effective 
MOST IMPORTANT - vigorous treatment of a high fever may not prevent 
febrile seizures! 
Parents of children with febrile seizures should be reassured that this docs not 
cause harm or indicate severe illness. 

Clinical evaluation of fever 
Important elements of history 

1. Inquire about onset, duration, and pattern of fever 
2. Inquire about associated symptoms such as changes in activity, 

appetite, chills, headache, nasal congestion, earache, son ttvoaf 
cough, abdominal pain, vomiting, disrrhoea, painful urination 

3. Explore hydration status by asking about amount of fluid intake 
and frequency and amount of fluid output 

4. Ask about conscious level of patient 
5 .  Explore possibilities of heat illness (heat stroke) or from other 

types of environmental exposure 
6. Ask whaher patient sterted any new medications or had a recent 

immunisation 
7. Ask whether other household manbas are ill or have fevers 
8. Inquire about last dosage of an antipyretic and other self-trmlment 

measures 
9. Past medical history should include a list of medications currently 

being used, discussion of previous illnesses and & i s ,  
particularly any cardiac or chronically debilitating disorders 

10. A complete review of systems may be needed to uncover source of 
fever and to determine severity of debility due to elevated body 
tempemture 
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- Consider referral to specialist if respiratory infection not resolving 

Tmtncot 
Antipymtics - used only to help child feel more comfortable - Paracdamol 10-15mgkgldosc every 4-6 hours - Aspirin 10-15mgkgldose every 4-6 hours for adults only (generally 

should not be given to children because of slight risk of Reye's 
Syndrome) - Ibuprofen 2.5 iOmg/kg/dose 6-8 hours 

- Give more fluid to avoid dehydration 
- Take off excessive clothes 
- Do not overheat the room 
- Sponging with water at room temperature may may child more 

comfortable - identify and treat the underlying cause of fever 

HEALTH EDUCATION AND PREVEkTION 1 
MOST IMPORTANT - Fever helps to fight infection! Fever docs not damage the 
child, cause brain damage or other problems! 
Teach when to administer antipyretics and the correct time and dose, to make 
child more comfortable 
Instrud to ovoid overdressing. 
Encourage giving of extra fluids to prevent dehydration from fever 
What to do in case ofchild with febrile seizures 

CASE STUDY 
Name Fatima 
Sex Female 
Age 3 months 

Present History: This infant was doing well until 2 days g started to be wann. 
She has runny nose with mild cough. I 

Physical Exam: R.Ratc 30Jmin pulse l2OImin Temp. 38.7 C rectally. Congested 
throat and nonnal ears. Clear chest. The rest of examination was normal apart h m  
mild irritability. 

To* of dkaaiom regarding case study: 

1. What important additional elements of the history should be asked? 
2. What is the most probable diagnosis? 
3. What important element in the examination should be mentioned? 
4. What investigations might be helpful? 
5. What is your management for this case? 

CRITICAL ELEMENTS FOR REFERRAL 
Presena of signs of meningitis. 
Patients with altered level of conscioumcss 
Fever lasts more than 5-7 days 
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- Examples - oral polio, measles, varicella, oral typhoid fever 
Toxoid immunization - Uses modified version of toxin that causes disease 
- Examples - tetanus, diptheria 

Review the national Program of vaccination - See Attachment for Schedule 

Vadnea  cnrrutly part of tbe national immunlvlion program 
BCGvaccinc 

Protects against tuberculosis, primarily in children 
Given by intraderma1 injection in arm -usually produces an inflammatory 
reaction and small scar 
60 - 80% effective in preventing TB in infants, but protection decreases 
significantly after 2-3 years. Much less effective in adults. 
Adverse effects 
- local reaction of inflammation 
- regional lymphadenopathy 

Triple Vaccine - DPT 
Protects against diptheria, tetanus, and pertussis 
- Diptheria - seven bacterial pharyngitis with production of a toxin that can 

affect the nerves, heart, and cause paralysis 
- Tetanus - infection of_Clostridium tetani, usually in deep wounds, that 

produces toxin that affect nerves and cause severe muscle contractions 
- Pertussis (whooping cough) - Bacteria that causes bronchitis and 

pneumonia; can also cause seizuns and encephalitis in childm 
Require minimum ofthree doses and one booster for full immunization 
Advnse effects: 
- Fever and malaise - up to 30% of children - m l y  lasts more than 48 

hours 
- Swelling at injection site -can be minimized by using longer needle 

(23Smm.) for deep IM injection 
- Rsnly - convulsions, prolonged crying, unresponsiveness 

Oral Polio 
htects against polio, which is a viral infection, begins in GI tract, that 
eventually lead to permanent damage to long m e s  of the body and complete 
or partial paralysis 
Live, attenuated (weakened) virus in vaccine 

* Requires minimum of t h m  doses and one booster for maximum public 
immunity 
Given by oral administration 
Advasc effects - very rare incidence of vaccine-related polio (4 per million 
children) 

Measles vaccine (also MMR) - Protc& against m a l e s ;  MMR against measles, rubella, and mumps - all 
vinl d i smm 
Measks - 10 day came with rash, conjunctivitis, cough. Can lend to 
pneumonia or encephalitis, occasional death. Mortality up to I in 300 
children, higher in Africa 
Rubella - 5-6 day course with rash and mild fever. Main poblcm is 
transmission of rubella to pregnant female in early pregnancy, which can 
cause many birth defects in fetus. 
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Not a live virus, but a portion of bacterial capsules mgnized by immune 
systan 
Single dose (0.5 ml subcut.) protects against 4 of most common typs 
Duration of immunity at least 3 years, appears to decrease after that 
Cwrently given in situations of high epidemic risk, not routinely 
Adverse effects limited to minor local pain and swelling at injection site, 
rarely fever 

F'neummccal Vaccine 
Prow& against inktion with most common typcs of $ ~ ~ ~ D I ~ B U X C W  
pmmoniae (currently 7 strains for children, 23 strains for adults) 
Pneumococcus is common cause of otitis, sinusitis, pneumonia, sepsis, 
meningitis, and death in both children and adults 
Pediatric vaccine (7 strains - PCV) requires total of 4 doses for maximum 
immunity. - Child & Adult pneumococcal vaccine (23 strains) given for high risk 
individuals (>SO years old, COPD, diabetes, loss of spleen, liver disease) - 
usually single dose with booster at age 65 
Adverse effects - only slight pain at injection site 

Varicella vaccine 
Protects against varicella (chicken pox) 
Is a live virus (weakened) 
Primary benefit is reduced time off work for parents who must can for child 
with varicella 
Also decrease secondary complications of varicella - herpes zoster, 
encephalitis, otitis media, secondary skin infections 
Given as single dose 15-1 8 months of age; should not be given prior to one 
year of age 
Contraindicated in patients with - immune disorder, HIV disease, tuberculosis, pregnant, immunosuppressive 

drugs, high fever - also should not be given to children who have a household family member 
with any of the above. 

Should not take aspirin for at least 6 weeks a!?m varicella immunization to 
p e n t  rare occurance of Reyes syndrome 
Advmc teaction limited to local soreness at injection site and rarely, a 
varicella rash 

Hepatitis A vaccine 
Protects against development of hepatitis A (not other fonns of hepatitis) 
Not a live virus, but antigenic portion of virus 
Given in two doses appmximately 6 months apart 
Most eRa ive  in regions where hepatitis A is not commonly seen in children, 
ie, more developtd countries 
Can be given at any age, but most commonly in adult travelers going to areas 
of high pnvalcnce, or those who work with children 

Influenza vaccine 
Protects against currently circulating strain of influenza A andlor B 
Is a killed v i m  vaccine, not live 
Because strain of influenza changes from year to year, vaccine must be 
reformulated each year, based on "best guess" of strains of influenza likely 

Immunization 4 
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My patient received dose #I of hepatitis B vaccine 3 years ago. Do I give her dose 
#2 now or do 1 start again with dose #I? 
Select 2 volunteers to role play a typical immunization visit, beginning with the 
initial encounter with parent and child (using a model doll), including 
demonstration of proper injection technique, and concluding with counseling of 
the parent on next visit, management of possible adverse reactions, questions, etc. 

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE 
Understand the ~rinciples of passive and active immunization. 
Understand the htioial  strategy and plans for immunization 
Knowledge of the indications and contraindications of vaccines in general 
Appropriate patient education about immunization and its side effects 
Knowledge of need for special vaccines 

Immunization 
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Diquosfr of Asthma - Histoy and Physical Eumination 
Many causes of wheezing in the first two years of life are not related to asthma: 
* Bronchiolitis 

Cystic fibrosis 
G. E. Retlux 
Foreign body inhalation 
Tracheal-Esophageal fistula 

After the first 2 years of life, asthma becomes the most common cause of 
recurrent wheezing 
Asthma should be strongly considered if 

The patient presents with episodic wheeze, chest tightness, shortness of 
breath, or cough 
Recurrent coughing or wheezing episodes are the only symptom 
Asthma symptoms vary throughout the day 
Symptoms worsen at night, while exercising, or in the prcmce of 
d l e r g e n s  or irritants 
Allergic rhinitis or atopic dermatitis are present 
Wheezing develops with known triggering factors, such as: 

Infection (URTI) 
House dust mites 
Exercise 
Smoking and other irritants 
Animals 

The patient has relatives with asthma, allergy, sinusitis, or rhinitis 
A physical exam reveals: 

Hyperextension of the thorax 
Wheezing, or prolonged or forced exhalation 
Nasal secretions, sinusitis, rhinitis, or nasal polyps 
Atopic dermatitis or eczema, or allergic skin problems 

However, in the abncc of symptoms m the fimr of aph.vs&d exam doa 
not exclude an asthma diagnosis. 

Be aware of the following danger signs in acute asthma: 
Cyanosis 
Exhaustion 
Inability to talk 
Silent chest 

To establish Asthmadiagnosis: 
Perform an asthma-specific medical history and physical exam as noted 
above 
Docummt by spirometry that airflow obstruction exists and is partially 
reversible, i.e.: 
o FEVl is < 80% the predicted limit 
o FEV 1 / FVC is < 65% the lower limit ofnormal 
o FEVl increases > 12% and at least 200 mL after use of a short-acting 

inhaled beta2 - agonist (i.e., salbutamol). 

Asthma 



I. Define Gorls ofmllr~gewnt: 
o R N c n t c h n m i c s a t r m a s y m p t o m m d a u h u u ~  

night: 
- - d r y a d  

No skep dimpths 
N o m i d r c h o o l w d  
Novisitst~tkEmcrlpteydcpmacnt 
No hospiiimion 

0 ~ a o m u l f f ~ ~ d ~ , ~ a c r c i s e a d a r b s ~  
d t i e s  

3 . A d k v e d a n a r d l u u g l i n n a h  
3 EnsueprtieatsdishctimwimdKaahrmclrrdvrd 
o S i i f i c m U y ~ f f d i i n m l m d o a d Q b a a ~ p o p o l k b y  

cnsufing the @eat nLa nti-infhmmfy m c d i i  IC@UIY 

2. Assess the mrity of a d m ~  r a d h g  D the hCfdbwiaD d.rsmahm - . _  
c - k s m w m d d . m i F S m R y : ~ ~ - T -  



life-threatening naeatQtions sepsrsWI by long pniods of namul lung functiors md no 
symptoms 
Patients with two or more asthma cxacabtions per week (ic., progra~ively worsening 
symptoms. That may last h o w  or days tend to have m o d e m e - t 0 - m  pnistent asthma 

5 .  Develop management plan for long-tern control based on severity classification, 
as follows: 

For all levels of severity 1 Use short acting inhaled 82 agonist (salbutamol or 
/ albuterol inhaler) as needed with other long-term 1 

I / control medications (1-3 puffs every 4 houk) I 
I I Step 1: mild intermittent j No drily medication needed 

I asthma (<2 symptomatic j Use short acting inhaled B2 agonist (salbutamol or / episodeofweek) I albuterol) as needed (1  -3 puffs every 4 hours) 

l step 2: mi. persistent 
I 
One drily medication : 

/ asthma / Anti-inflammatory drug 

/ ~owdose~inhaled cortiwsteroid (40 mcgm. 1- 

I episodes/week) I 4 puffslday) 
I 
, Cromolvn (Intal) or nedocromil (Tilade). 

Stcp 4: severe persistent I T b m  daily medications: 
asthma Highdose inhaled corticostcmid (80 mcgm. 

(continual symptoms) AND ' Long-acting bronchodilator (Salmeterol, 
sustained-release theophylline or long-acting 
02 agonist tablets). 
AND 

1 Oral wrticosteroid in dosage of 0.25 - 1 mg 
I 

i per Kg per day with the dose generally not 
exceeding 60 mglday 

I 

! ' ~afirluiast'(~c&late) or ~ileuto" (~yflb) may 

i I i also be considered in patients 12 years or 

I older. OR 
I 

' Sustained -release theophylline to serum / concentration of 5-1 5 (but not prekmd therapy) 
! 

Asthma 4 

i Step 3: moderate pasistent One drily medication : 
I asthma Medium-dose inhaled wflicosteriod. (80 
I 
! 1 mcgm. 2-4 puffs twice daily) 

( D ~ V  sym~tomr) i OR 
I Two daily medications: 

/ Low-to-medium dose inhaled wrticosteroid 
AND / Long-acting bronchcdilator espccia1Iy br 

I night time symptoms (Salmeteral (smvent), 1 sustained-release thcophylline or long-acting 

1 02 agonist tablets). 
I 
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7. Schedule qulaf monitoring and followup visits every 1-6 months, with spacing 
dependent on level of conwl of the asthma and undmtand ' i  of the patient and 
parents, because: 

Asthma symptoms change over time, requiring changes in therapy 
8 Patients' exposure to precipitants of asthma will change 

Patients' memories and self management practices will fade with time 
reinforcement, review, and reminders are needed. 

Elements to include in each monitoring visit: 
o Organize a system in the ofice to make each visit effective 
o Give patient an assessment questionnaire to complete in the waiting 

room 
o Have patients come back to the otfice more o h ,  especially in the 

beginning, in order to provide time for assessment and patient 
education 

o U r  nurses and ofice staff to do some of the tasks like checking the 
patient's inhaler technique and peak flow numbers before the patients' 
see the doctor 

o Identify patient's concerns about asthma & expectations for the visit 
o Assess achievement of the patient's goals and the general goals of 

asthma therapy : 
prevent chronic asthma syrnptms and asthma episodes during 
day and night 
maintain normal activity levels 
have normal or near-normal lung function 
be satisfied with asthma care received and the level of control 

o Review medication usage and skills in using inhalers and peak flow 
meters correctly 

o Use the patients' own personal best peak flow as the standard against 
which peak flow measurements should be compared 

o Use the same peak flow meter and, when needed, replace with the 
same brand 

o Teach patients to measure peak flow fist thing in the morning before 
medications 

a drop in peak flow below 80% of personal best indicates a 
need for added medications - a drop in peak flow below 50% of penonal best indicates a 
severs exacerbation 

PREVENTION AND HEALTH EDUCATION MESSAGES 
When possible, immunize against pneumococcus, snd yearly against influenza 

8 Discontinue all smoking in the house of the patient and avoid smoke filled arras 
8 Avoid known allergens or asthma triggers when possible 

o Dust 
o Mold 
o Animals with fur in the h o u r  

8 Reinforce the following messages with each monitoring visit: 
o Asthma can be managed and the patient can live a normal life. 
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Ox!'gar f a  most prticnts to maintain SIOZ > W% (>9% ~II prgrat 
womn,mfrmtsand~tswitbcoaistmtbcmtdii)- -0anen 
saluahn until a si&ifiant climid i- Im ocamd 

5 minutes. subs qua^ mmpy dcpads on kpomt. Subcllraolrr bsPIZ- 
qci~ists (salkdaaol a albutml) provide no powa .dvlrmge oua idmkd 
m e d ' i .  
O r a l d a o i d s ( d o s o f I - 2 m ~ t o a m r x i m u n o f 6 0 m I ) d # l l d b e ~ m  
mmtptwa,wrbasthorwithmodaaMMcvaccrPcsb0ioar,~ 
wbof.ilmrrspondpomplymd~aapktciytomidmkdbddh@m& 
( a m u H m o l a ~ l ) , u d ~ c n m d m i i ~ ~ b D q i p L  (k.lm 
opcd rsovay and d u a  the likelihood of rcfllmacr of& it 
prrrtathao4baunOfben r 3 ~ 1 0 - d a y c a v r o f d * a d d r r t d i r b r p  
is lL5eful. 



Before Discharge Provide Patients with the following: 

Sufficient short-acting beta2-agonists (salbutamol or albutcrol inhaler) and 

oral steroids to complete course of therapy or to continue therapy until follow- 

up visit. Patients given oral steroids should continue taking them for 3 to 10 

days. 

Written and verbal instructions on when to increase medications or return for 

CBTC. 

Training on how to monitor peak flow 

Training on necessary environmental control measures and inhaler technique, 

whenever possible 

Referral for a follow-up medical appointment 

CRITERIA FOR REFERRAL OF PATIENTS TO THE HOSPITAL 
Cenbal cyanosis (lips, face) 
Decreased responsiveness to stimuli 
Silent chest on auscultation (no air movement audible) 
Unable to drink or talk 
Peak Flow meter< 50% of best or ideal peak flow 
Respiratory distress that does not completelj- improve with emergency treatment 

CASE STUDIES AND EXERCISES 
For each of the following patients, indicate the correct classitication of asthma (ie, 
mild intermittment, mildpersistant, moderate persistent, or severe persistent), &d the 
most appropriate treatment: 

1. Fatima - 6 years old, cumntly taking no medicines 
Night cough for past 3 months, difficulty breathing a k  walking fast or running, 
noted to have rapid and difficult breathing at least ? 4 times each week. 
Cumntly RR 24, no visible difficulty breathing. Chest sounds coarse rhonchi 
and mild bilatnat wheezing 

a What is the classification of asthma for this patient? 

b. What treatment should you prescribe for this patient? 

2. Ahmad - 12 years old, cumntly uses an salbutamol inhaler occasionally 
Only complaint is occasional chest tightness and cough when w i n g ,  usually not 
more than once or twice per week. Salbutamol inhaler gives good relief of 
tightness and cough. 

a What is the classification of asthma for this patient? 

b. What treatment should you prescribe for this patient? 

Asthma 



4. Ali-3ymooM. CumatlyusingaoraedioIltiolu. DNdopsdURlrithc*r 
d mucow, aasionrl cwgh ad mild fna 3 days 0. Yarrd.r his cough 
i w e r s d r a d ~ n n i ~ k a h c d i m t r p p r i l L  
Temp. - 375. RR - 24, no -is, no diRiarhy btamii active a d  phjul. 
CbesScc&oodwbcczi~~g,~rbonchiornla 
a WhtistkcksitiodoaofdnnaRrthirpr*an 

b. What buImcnI should you pacrik Rr this p.lieat? 

m C A L  ELEMENTS OF COMPETENCE POB EvALUAnoN 
Care* diqnosiis md clapsifhion of rvsity of nb.r 
U s  of Fuk Flow for oldm childrm 
Uscofspncuorearr*opcnmouthtcchniqucRriabrla 
~ p p m p * l c m u n g m ~ n t o f r u t c m d c h m a i c ~ ~ a o d a r i -  
ofscvaitv ~- ~ ~. 
~ p * i m t e d u c l f i o a a b o u t ~ a d i o ~ p h r  
Knowledge of ntd for refenal and horpitll rdmiian 



0 How to Use Your Metered-Dose Inhaler 

First, it's important to make sure the canister holds enough 

medicine. Check the label to see how many inhalations are in 

each canister. Throw away the canister when you have used 

90% of the medicine. This means that if the canister holds 100 

inhalations and you use 10 inhalations a day, you should throw 

that canister away on the 10th day and start a new canister. You 

can mark a calendar every day to keep track of the inhalations 

you have used for each canister. 

Step for using an inhaler 

1. Remove the cap, hold the inhaler upright and shake the 

inhaler. 

2. Tilt your head back slightly and breathe out all your air. 

Don't force the air out. 

3. Hold the inhaler one to huo Inches from your open mouth, 

as shown in Picture A. Picture A shows the rigM way to 

use most inhalers. Picture B shows how to use an inhaler 

with a spacer. Spacers are useful for a\l patients. They 

are very helpful for young children and older adults. They 

are also helpful to use with inhaled steroid medicines. 

Picture C shows a method for people who can't use A Or 

B. 

4. Press down once on the inhaler to release the medicine 

as you start to breathe in slowly (this is a "puv.  

5. Breathe in slowly for three to five seconds, The slower 

you breathe in, the more medicine will go intu your lungs. 

Asthma 



6. H d d y w b r e a t h ( k 1 0 ~ b s h w t h e m c l e c i n e b  

go deep inOD ywr lungs. 

7. ~PldkasdimctadbyywrdocbYr.waitmomi*le 

b s h w s e n p u ( l s b D e l b w i h e ~ p u n m ~ h l D p v ~  
beW. Note: inhaled dry powder cqmdm mu wed 

-. I f y a r u w a ~ , w e s h i l a n d t l m  

once a week 

(Furnished for uducstlonal use ocly. Reproduced uiU. permission f r m  
Mesican Family Physician. Copyright C MR. N 1  Rights Resem.1 
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MATERIALS AND EQUIP= -ED: 
w b i k b o m d o r ~ c b r r d o d m r r l r m ~ * ~  

paimcs d abou~ 3040% of child hospiml abbiom & castd by MU. 
P n e u m o a * a r r a t i m r t e d m b c m 6 o m s h ~ A R I ~ d t b c  



Danger signs of a respiratory infection 
Difficulty breathing 
Rapid respiratory rate for child's age 
Inability to drink 
General deterioration or toxicity 

Evaluation of repiratory infection - Essential qutstions of history 
a. Is the child complaining from a Co_u(Ch, and the duration? 
b. Can the child &n&? 
c. Does the child have a &g? 
d. Has the child had Convnlsioas? 
e. What is the Vaccination histor)? 

Evaluation of respiratory infection -Essential elements of physical examination 
a. Calculation of Raoira tow Rate 
b. Check for Chcst indrawing 
r Listen to C h a t  Wheezing 
d. Lis~en to- 

Management of respiratory infection - Different presentations in children age 2 
months to 5 years 

Child with Common cold or Rhinitis: 
Typical Cast: Ali is a 3 year old boy who was less active in play than usual 3 
days ago, and that evening began coughing occasionally. He has had a very 
runny nose for 2 days, with occasional coughing after running, and decreased 
appetite. He is taking fluids well. 
Examination: He looks well. Temp - 37.5, RR- 20, P - 88. No difficulty 
breathing or chest indrawing. Chest - no wheezing, rales, stridor. 

Typical Symptoms of cold: 
- Cough, but NO difficult bnathing 
- No InnesK in Respiratory rate 
- No chest indrawing 
- No danger signs 
Managunent of child with cold or rhinitis: 
- Motha can take caunseling and education on home care. 
- No antibiotic needed. 
- Give remedy fluid, like: Lemon with honey, or fruit juice 
- Give antipyretic if child has a fever 

Child with mild to moderate pneumonia: 
Typical Case: Nisrcen is a 4 year old girl who developed a typical cold 4 days 
ago, with mild cough, son  throat, and Fever. However, the past 24 hours her 
cough has become more severe and frequent and is awakening her from slap. 
H a  appetite is decnascd, and she is fussy and docs not want to play. 
Eramion: She looks somewhat ill, with frequent cough'1ng. Tmp .  - 38.5, 
RR - 28, P - 92. She is taking fluids well, has no obvious difficulty breathing 
or chest indrawing, has normal color. Chest - no wheezing, but few coarse 
ralcs and rhonchi in the right chest. 

Typical Symptoms: 

Respiratory lntedion in Children 
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i EryGmycii 15 r n w d o ~ e  &ivea three tima drily 7-10 OR 
b. Amoxkillin 20 mg/lte/dor &a~ tboc times ddly fm 7-10 dns 

Child with severr prrrmonia: 
TypidCue: Mohmradira2yclnddboywbobq~1bbeamcmac 
f u s s y 2 d . y s ~ d w r r n o t e d a h . v c a h i g h f c v s t b . ~  Tahybc 
i s w t ~ U d l . h h w g h a n ~ i n u a m ~ a k e ~ .  Hewmitd-ink 
past6housbtimWnodionhea 
EJV ' ' ~ L m l r s i l l v u y ~ , ~ c o q p d a d a w @ .  Tap-39.5. 
RR-44.P-110. Modamindnwingofcbcahnaciadwi& .- -' 
C h a t - ~ y a o i s y n i m b i l ~ m o n c h i d a ~ ~ m w h s r r i g  

symptoms: - Cmgh or difficult btcnthing - MmVingdKsl 
- Nodmgssigm 
~ ~ t o f c h i t d w i m s e v s e p l e u m a h :  - Giitintdoc~ftkAntiiidiC 
r Rocrine Rnicillrn 600,000 m 1.200.006 U n b  1M 
b. Cefbinol lcSOm~InaKdarIM 
c. Ampinillin SO m%kg in one dose 1M a by raoab - Refertothebospiolimmcdily 
- R c t k r d f i r m s h o u M i n c l u d c , ~ ~ r s a o l l f a r r f s n C d  . . mediclMarroeivcd 



- Malnourished 
- Stridor 
Managcmmt of severe ill children: - Give the h t  dose of Antibiotic: 

a. Cdtriaxone 50 mgkg. In one dose IM OR 
b. Ampicillin 50 mgkg in one dose IM or N OR 
c. Procaine Penicillin 600,000 to 1,200.000 Units 1M 

- Refer to the hospital immediately - Start IV hydration if hospital transfer cannot be immediately ananged 
- R e f d  form should include; signs, findings, m o n  for referral, 

medication received 

All children less than 2 months of age with respiratory infection should be 
referred to specialist or hospital for evaluation and observation 

PREVENTION ISSWS AND HEALTH EDUCATION MESSAGES 
All mothers or caretakers are counseled for the following key messages: 

Child nutrition 
Continued breastfeeding and proper nutrition. 
Increase the amount of food after recovering 
Clean the nose with warm water 

Give more fluids than usual 
Teach home remedy fluids preparation and usage, such as lemon juice with honey 
Keep child warm 
Return back immediately if: 
a. Difficulty breathing 
b. In- in respiratory rate 
c. Inability to drink 
d. General deterioration 
Warn of dangers of exposure to passive smoking 

CASE SNDY 
Name of patient Ahmad 
Sex Male 
Age 2- 
Resent History He was doing well until this morning where he found by his 

sister blue with coughing in the kitchen. On arrival M t h  
center after 10 minutes he appeared to be normal except for 
moderate tachypnea. He was noted to be feverish, coughing 
and sppeared to be somewhat short of breath. 

Physical exam. Resp. Rate - 55/min, Temp. - 39C. 
Throat - mildly red, but no exudate. No admopathy in the 
neck 
Auscultation of lung - Right sided crackles :.. 
Heart - normal 

Topics of discussion regarding case study: 
1. What is current problem in this patient? 

Respiratory Infedion in Children 



CRITICAL INDICATIONS POR RE- 
Agekosthm2mmths. 
Signs of mpimtory d i i  or modaac t % h p  
Fai l1uctohnponwith~thaqy.f ta24d.yr  
Smrr or c o m p l i  p~umooia 
History of cystic fibmiis or sewre aahm 
I m m ~ i d  patipatima (AIDS, antiaskmid thapy, kPlrcmL 
lymphoma) 

m C A L E L E M E h " r s 0 F C O ~ C B W R E V A L u A ~  
R o p c r d i i i s o f u p p a a d l o w a r c s p ~ m c t ~ .  
~ ~ W a n d p b r m u c d o g i a l ~ ~  
respimtory-inf#tion 
A p p o p r i r a p & a t e d u a t i o n a b o u t ~ ~ i a t k t i m . a d b  
m c n t p k n .  
Knowledge of o#d fw rchxral and hospital atbisskm 
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ACUTE OTITIS MEDIA 

LEARNING OBJECTIVES: 
Diagnose acute and chronic otitis media eomaly. 
Dsaik the risks of otitis media if not treated proply.  
Daaibe tk prodisposing facton of otitis media 
Develop an effective managanent plan for Otitis media 
Undaaand when to refer 
To tcsh trainees how to use 0t0su)pe in diagnosis of otitis media &y md 
follow up 
Family education 

TEACHING STRATEGIES: 
Review the technique of examination of the e m  by ormcopc. 
Use of leawe or informal presentation for &a1 
Small group discussion or mle play for p e n t i o n  counrclmg md patieat 
education issues. 

MATERIALS AND EQUIPME.W STEDED: 
Otoscopc with different sizes of cups -one for each grwp to do daromarrion fa 
car examination.. 
White board or flip chm and markers for summarizing major points 

LEARNINGPOIHIS: 
Psthophysiology 
= Otitis media always associated with blodxgc of Euarfiian tube md 

collection of fluid behind M (Tympanic Mrmbrmt - adnun) 
Ruaincd fluid behid TM (effusion) becomes infmcd crates infl- 
and cdana of middle ear space and M - Once infertion suppressed with antibiotics. rrsolutim of efhnim requirrs 
average of 4-12 waks more. 

s Significance of otitis media on general hcalrh of!he patient 
= Effea on hearing of active otitis media 

o Avaagc hearing decrraud by 2040% 
o Words muffled not clear 
Effea on learning and behavior 
o Since child doa not hcarcleariy, may not linen to teschiag 
o Cau r d  in appcucnt bad bchavior. baausc child csrmot d a % Z d  

-1's instruaions 
Effstonspccch 
o If hearing deed during time of spccch formalion (w 9 monthr - 2 

ytam). speech may be abnormal 



Predisposing Factors - Congenital disorders such as cleft palate 
Active or passive smoking 
Family history of otitis media (narrow Eustachian tubes) 
Immune-compromised patient (leukemia) 
Bottle feeding of child, especially in supine position rather than sitting 

Review correct diagnosis of otitis media 
Eiormal color of TM (Tympanic Membrane - eardnrm) 
Check the mobility of TM - Presence of effusion (fluid behind TM) or not 

Differential diagnosis of otitis media 
Otitis Externa 
o Painful on ear movement 
o Canal inflamed -may extend to periphery of TM 
o TM still mobile, not bulging 
o May have palpable post-auricular node 
o Treated with local cleaning and antibiotic drops 
Bullous Mpingitis 
o Often seen in older child (>5 years old) 
o Clear or hemmorhagic bullae on TM 
o May be associated with cough and bronchitis (often Mvcoolasma 

pneumoniae infection) 
o Treated with antibiotics specific for Mycoplasma (erythromycin, sulfa) 
Foreign Body 
o Usually seen on otoscopy 
o Removal depends on availability of instruments, suction, skill of operator, 

age of child 
TMJ Syndrome (in older children & adults) 
o Pain referred to ear, but point tenderness over TMJ 
o Pain on eating or opening mouth 
o Often history of injury, "pop" of TMJ, malocclusion ofteeth 
o Treat underlying cause, local heat and anti-inflammatories 

Clinical evaluation of otitis media 
Important elements of history 
o Length of symptoms (pain, crying, pulling at ear, fever) 
o Associated symptoms (URI, rhinitis, allergy, cough) 
o History of previous episodes of otitis media (more than 3 previous 

episodes in past year places child at high risk for chrortic otitis) 
= Important element of physical examination 

o Vital signs, including resp. rate and temperature 
o General activity level (does child appear to be ill) 
o Eyes, conjunctiva (associated conjunctivitis) 
o Ears (TM, mobility, check hearing with tuning fork in older children) 
o IMPORTANT - Not all red TM are otitis - red TM can be caused by 

crying or screaming! Must try to see if TM mobile or not - most reliable 
indicator of efision and possible infection 

o Mouth and throat (associated URI, tonsillitis) 

Acute Otitis Media 
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o N&(adcnopathy) 
o Chest @msible associated bronchitis or pneumonia 
o Heart (possibk munnn) 
Type of otitis media 
o Acute - recent onscr acute pain and fever. often r~aci.ad URI a dhgy 
o Chronic - previous episodes of otitis. recent episodes of otitir thal may aot 

have resolved, decreased mobilirj of M with effusia? wit- sipifiant 
sjmproms (painless otitis) 

Labontop investigations usuall) not necessary 

Possible Complications of Ori t~s  especially inadequately mated his  - Acute otitis ma! convert to chronic otitis with pmidcol fluid behind TM 
(effusion) 
Yastoiditis (spread of infecticn 10 bone of skull) with possibk me~ingiIis 
Perforation of TM. with possible chronic opcn TM 

Treatment Rowcol 
Goal of treatment - eradication of infection and clcamwc of fluid beh i i  TM 
Managemem mategy 
o U a  of antibimtics to clcar acute or c h i c  infation - Amoxicillin - 3 - 3 0  mglcgldosc for 3 dosdday for minirnrrm o f 5  

days - Commoxazolc - I2 mplgtgidose for 2 dosdday for minimum of 5 
days 

- Cefaclor - 10 mgntydox for 3 doscQday for minimum of 5 =dap 
o U s  of Dcconestant - pxudocphcdcine or nasal spny dccongesaan 

shown to have VERY LITTLE effectiveness in moa cmcs 
o U s  of Antihistamines - haw little or no e m  on resohnim of otitis - 

should NOT be used excepr in cavs of asswiatcd allergic hmm in o k  
children 

o Followup of otitis exmmel? important - at a minimum, chiM sbouM be 
seen in 4-6 weeks to wnfum resolution of influnmstion and spaidly 
resolution of effusion (fluid behind T%4 is gone. and Th4 mobik again) 

o If effusion pmim more than 2 - j  m o n k  should be rcfaral to spccidia 
for further fol lo~up 

PREVE!ON ISSUES MI) LEALTH EDUCATION MESSAGES 
Considu otitis in any ill child with predisposing f ~ l o n  ndcd Ibow 
Encourage &on of smoking in household 
Advise avoiding folk remedies 
lnsbua the p a t h t  to return to clinic if s)mptoms haw not brm mrlrcdly 
improved in 48 hours 

CRITERU FOR REFERRAL TO SPECIALIST 
Recurrent car infection or more than 3 episodevycar 
Hearing l o o  
Chronic or pasistent infection with pcrsinent effusion (immcbik TM) 
Evidence of purulent ear discharge (perforated TM) or maaoid inflammation 



CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION 
Correct diagnosis of acute and chronic otitis media 
Correct examination of the ear 
Appropriate antibiotic management of acute and chronic otitis media. 
Appropriate patient education about otitis media and its management plan. 
Knowledge of need for referral and hospital admission 

CASE STUDY 
Name: Nadine 
Sex: Female 
Age: I0 months 

Medical history This girl was seen at health center by G.PS days ago, because 
of unusual crying, irritability and fever. She was diagnosed acute otitis of left ear and 
amoxacillin was given. Next day pus discharge noticed. Fever persists and the patient 
started to have vomiting, poor feeding 
Physical exam. R.Rate 4Olrnin Temp. 39C. Pulse 1 IO/min 
She was irritable and drowsy. Left ear full of pus. Right ear normal. Throat was 
congested and hyperemic. Chest, cardiovascular and abdominal examination was 
within normal. 

Topics for Discussion regarding case study: 
1. What is the most important step in the management of this patient? 
2. What important additional elements of the examination should asked? 
3. What is an appropriate plan of management of this patient? 

Acute Otitis Media 
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SORE THROAT 

LEARNING OBJECTIVES: 
Describe the diagnostic differences between non-infectious, viral and 
streptococcal pharyngitis 
Develop an effective management plan for sore throat, with appropriate use of 
antibiotics. 
IdentifL high risk groups that need referral to a specialist or hospital 

TEACHING STRATEGIES: 
Review the anatomy and the physical examination of the mouth and throat and 
associated regions 
Use of lecture or informal presentation for material 
Use small group discussion or role play for prevention, counseling and patient 
education issues. 

MATERIALS AND EQUIPMENT NEEDED: 
White board or flip chart and markers for summarizing major points 

LEARNING POINTS: 
Pharyngitis or tonsillitis one of the most common diagnosis in Health Centers in 
Jordan 

Prospective study done by 30 Health Team Trainers in Jordan, July 2001 
14,600 patients seen, and 4400 patients diagnosed with "respiratory infection" 
Of all patients with "respiratory infection", 64% had diagnosis of either 
tonsillitis or pharyngitis 
Of those diagnosed with URI, pharyngitis,.or tonsillitis (patients with sore 
throat), 83% were treated with antibiotics 
Note that according to most study data, only 25-35% of these patients should 
have received antibiotics for presumed or suspected bacterial pharyngitis. 

Common causes of sore throat 
Infectious causes, with frequencies seen in U.S. 

(data horn Sloane, Slatt, et al, Essent~als of Farnll\, Medlclne. 3" edition, 1998. Williams and W~lklns, pp. 624) 

Sore Throat 



Non-infectious causes 
- Gastroesophageal reflux - Postnasal drainage secondary to allergic rhinitis 
- Acute thyroiditis 
- Pasinartcough 

Robability of Group A @ Svcp and infectious monmuclcosis changes with age of 
child 

i la feetioll I 1 pro~mbiuty 1 
I 
I I 0-4 I: 15% f 
1 Group A $ Strep 5-9 i 34% 1 
i I 10-19 j 16% 

i 
I ' Adult 

1 I 9* 1 
0-4 1 4 %  I ! hfectious mononucleosis 1 5-14 1-296 f 

I 

1 I Adult I 2% j 

Differential dtgoosis of child with sore throat -common symptom u d  patterms 
Viral URI or phmyngitis 

Most common cause of sore throat - up to 80?4 of all cases of s m  throst 
Onset of symptoms over 1-2 days 
Sore throat described as mild to m o d m e  pain, 'scratchy". 
May have low fever, usually < 38.5 C. 
.4ssociated with other viral s.ymptoms. such as mnny nose, cough 
Throat (pharynx and tonsils) may be mildly red and inflamed, usually no 
exudates on tonsils 
Cartion - childrtn o h  have %he spots" (cpitbtlial inclusion bodies) on 
tonsils - tbcsc arc normal tinding, and arc not arudatcs 
Managanent - symptomatic bratment 
- Panrcaamol as needed for malaise and fever 
- Frequent warm liquids 
- Throat lozenges for s);mptomatic relief - In older children (>5 years) may use decongestam such .s 

psadocphcdrine - 1-2 mgikg every 6 hours 
- Cartior - antihistamines may reducc nmny nost. but are too drying - 

increased risk of secondary sinusitis. They should be avoided in simpk 
URI, unless allergic rhinitis also present 

Gmup A j3 Strp~toc~~cal  pharyngitis 
More common in young school children than any other age p u p  
Usually rapid onset of symptoms o v a  24 houn a kss 
Sore tIuoat and pain on swallowing is most common .ldrough some 
children may complain more of malaise, abdominal pain, or neck paiu 

8 Usually very few associated respiratory symptaas arb as cough or nmny 
nose 



Look for 4 key symptom rod s i p s :  
a Fwer >38.5 C. 
b. Tender. enlarged cervical lymph nodes 
c. Purulent exudates on tonsils 
d. Absence of cough 

Probability of Group A B Strcmocmcal pharyngitis with these signs: 

1 Number of above RobaMHty of Strep 1 

Treatment of high probability streptococcal pharyngitis (3 or 4 signs) 
- When possible, confirm with a throat culture 
- Treatment with antibiotic reduces sjmptoms by onlj 1-2 days, but reduces 

transmission of 8 Strep. to others, and risk of rheumatic harrt disease 
- Antibiotic choices 

- P r e f d  - Penicillin G (phenoxyncthyl penicillin) 250mg four times 
daily for I0 days, or 500 mg three times daily for 10 days. 

- Benzathine penicillin - 1.2 million units IM in single dost - If allergic to penicillin -erythromycin 400 mg. Three times daily for 
10 days 

- Altaate  - azithromycin for 3 days, or cqhlosporin 
' Caution - ux of amoxicillin can lcad 10 xvcrc rash if paknt actuall? has 

infectious mononucleosis 
Penicillin or erythromycin treatment by mouth must be continued for 10 days 
even when symptoms molve quickly - to reduce risk of ttKumatic f w a  
Antibiotic treatment docs not reduce risk of p o s t - s t .  
glomerulonephritis 
Can give one dose of dexamethasone I0 mg, IM or by mouth for xvtrc sore 
throat pain (recent studies documenting safety and effectiveness exccpc in 
immunocompmmised children) 
Watch for possibility of peri-tonsillar abscess - especiall) in childrtn with: 
- scvac pain on swallowing 
- inability to open mouth (trimus) 
- high f w a s  
- bulging tonsil on onc side 
- Should be n f d  for aspiration and drainage. 

l n f d o u s  Mononucleosis 
Most common in adolescents and young adults but can be sea in young 
children and adults 
Caused by Epstein-Barr v i m  
lncubahion puiod gemrally 1-2 weeks after exposure (usually tmltaown 
exposurr) 
Symptoms and signs of infectious mononucleosis: 
- begin with moderate to x v m  sore throat and b a  
- tonsils am oftem enlarged and inflamcd with exudates 
- cervical lymph nodes am usually enlarged and sornwhat tendcr 
- o h  splan is enlarged and palpable 



- signs and symptoms oAm confused witb smpaoml infcetioa initidly 
A w k  plvvyngitis usually subsides spontaneously by 5-7 days, lad is rrplrcd 
by fatigue, malain. and lack of energy 
Secondary phase of malaise and lack of encrgy mn l a  4-16 wcks 

* Resolution of fatigue is slow and gradual, but recovery canpkce in ywng 
m l e  
Diagnosis of infectious mononucleosis: - Must have a high suspicion for this with so= throaS especially in 

adolaants - Often patients treated as mcp. infections with mhbiotia. but dmlop 
fatigue and lack of energy as throat pain s u b s i i  - T h m t  cuhure f o r m .  usually negative, although mep i n f e a i  and 
mono may occur together - Diffcrrntial ewnt and blood smear shows incrtlscd lymphocylcs. with 
increased numbers of arypical lymphocytes - If infcdious mono suspected, can confirm uim "MonospoC test (npid 
antigen test for hacrophile antibody) - Note - Monospot test is reliably positive only after fust week of illncs - 
can be falsely negative in fint 5-7 days of illness 

- Liva iimction t a t s  may also be abnormal for f i s t  1-2 w&lrs (id 
AST (SGOT) and alkaline phospharase. 

Mmaganmt of infectious mononuclwsis: 
- No spceific treabnmt h o w  - Murt counsel patient and famil) about prolonged perid of farigus but can 

anticipate hll recovery with time 
- Activities can be adjusted to match patient's l m l  of energy - g d l y  

able to do m e  activities in early morning but faigue worocm as day 
pggaJcs - Must avoid contact sports (footbsll mgby, m.) f a  first 2-3 wcks of 
illness becaw of risk of spleen rupture. w m  if splcm aot gmsly 
mlargcd 

Currently there is very conflicting data on role of Epshi-Bur v i m  in chmnic 
fitiguc syndrome, but it appears to be very rare. 

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES 
All mothers or cantakers arc wunxled for the following key messages for c h i h  
with sore throats: 

Most sore throur arc not im~roved by taking antibiotics 
Most sore throats will improve spontan~usiy with simple home d i a ,  but a 
child with n v a e  sore throat or fever should be m i n e d  by IIIC Qca*. 
Give mac fluids than usual, prcfenbly warm fluids 
Teach h e  rrmedy fluids preparation and usage, such as kmon juia with bmy 
for URl 
If antibiotics given for wspatcd or proven swqmccccai pluryngitis they miss! k 
Wrca for 10 days even though patiat is often bata in 2 4  days. 
Raum back i m m d i e l y  if: 
a Diffiwhy braming, opening mouth. or swallowing 
b. Persistan fever rAa 2 days of antibides 
c. R d l  isnolsd 
d. Persistent farigue or weakness is noted 



CRITICAL MDlCATIONS FOR REFERRAL 
Age less than 2 months. 
Difiulty brcathing or moderate tachypnw 
Failure to improve with appopriate therapy &a 2-4 days 
Diffieuhy with swallowing or inability to open mouth 
Immunounnpromixd patients (ADS. conicoamid therap). IaJtaaL 
lymphoma) 

CRITICAL ELEMENT3 OF COMPETENCE FOR EVALUATION 
Roper differentiation bchwm s i p s  and symptoms of U q  mcp. p h y g i t k  and 
infectious mononuclmsis 
Knowledge of the 4 key s i p s  o f w p p h a r y n g i t i s  
Appropriate non-phmnacological and pharmacological m a n a g a ~ ~ t  of cuh of 
the major causes of sore throat 
Appropriate patient education about urn t h r w  and its management plan. 
Knowledge of need for referral and hospital admission 



Urinary Tract 
lnf ectlon 



URINARY TRACT INFECTIONS 0 

L E M G  OBJECmrES 
Describe the risks of UTI espcciall) in young children 
Discuss the symptoms of UTI in different age groups 
Diagnose UTI comctl) 
Develop an effective treatment plan for L;TI. including long-term pmphylaxis 
when appropriate 

TEACHING STRATEGIES 
Use latures and informal presentation in defining UTI, d i agnak  uehniquu. 
Small groups discussions for counseling and pltrrmal c d d m  

MATERIALS AND EQC'IPMENT NEEDED 
White board or flip chart and markers 
Radiographs showing complications of UTI 

LEARNING POINTS 
LTI is one of the most common causes 
of unexplained fever in children uh- 

-A 
UTI is the cause of up to 15% of h.rcr 
unexplained fever in girls less than 
2 Years of age i 

-rkrr 
Signifiamcc of U l l  (especially 
recurium Un) in children 

UTI in childm is usually 
i -- 

pycloncphritis (infection of 
kidney), and not just limited to 
urinary bladder (cystitis) 

n - 
Can lead to kidney scarring. 
hypatension, and ultimately renal 
failure +- md- 
Most scvae forms of kidney 
scarring occur in children less than 2 years of age 

UTI should be suspcacd and investigated with urinalysis d p i b k  c u h u ~  in 
ANY child with a fever or illness not easily explained by anmhu naan 

8 Clinical prrscnm'on of symptoms depends on age of child: 

Ncrbor8 

J d i  
Sepsis 

Imfamts & PmcLodcn 1 Scbod Age CUldm 

Diumta i Vomiting 
Failure to thrive Fever 



Failure to thrive I Vomitlng :BadclrhKsl~cIl 
Vomiting I Fever :AWomhuladR.nL& 

I 
I 

1 Fever I Bad unne mell  j N e w  w e  incam'nare 1 
i Abdominal and flank pain Fqucn t  urination - 4 1  
I 

I 
BmOUinn 

I N m  on- incontinence , Pmhl wuuum 1 

1 Crgenc) of ltnnmion I 

Common causes of UTI in children 
Most common abnormalit? is vesico-uretcral reflux (urine reflux fmm bldda 
into ureter and kidney) 
.41so associated with bladdcr or ureteral divmiculac, dilated mum 
duplication of urinaq collecting system. panial obanntion of umbra in males 
Poor hygiene in children (poor cleaning after bowel movanmt) 
Voluntary retention of urine (not voiding when appropiate) 
Tub baths with bubble bath especially in females 

Because of high incidence of congenital abnormalities and uirine reflux in 
children, must refer to specialist for evaluation in following circumsanas: 

LTI in any child less than 5 yeam of age 
* R e c m t  UTI (grcater than 3 cpisodes1!.car) in females o v a  5 of age 

Any LrTl in a male over 5 years of age 
Urine should be collected for urinalysis and culture if L !  is suspected - Urine must be analyzed on hcsh specimen to be relirbk - mnspar of urine 

with delay of over 2 hours results in bacterial growth and mliabil iIy of 
analpis 
Urine bag - easiest. but most unreliable b u v  ofcontamination with skin 
and bowel bacteria 
Catheter - very reliable. but may be difiiiult to obtain in h d t h  center 
Clean voided specimen - generallj reliable and easy. but must have o k .  
cooperative child 
Suprapubic aspirate - very reliable. but requires special technique of 
aspiration 

Rscmx of nitrite, or > I0 WBC (Ieukocyles), or 4+ bacreri. in 6rsh urine is 
relatively good indication of LTI 

Management of UTI 
C o n f m  LIT1 with culture and unsitivit). when possible. ma). be 
resistant to multiple antibiotics 
If child has s y a m i c  sjmptoms (fever. vomiting. dehydration. abdominal p i n )  - 
refer to hospital for evaluation and treatment 
if child has no wvm s y m i c  symptoms (tempashnc O8 C, no toxicity. no 
vomiting) with L'TI, begin treatment with antibiotic ad n d h a k  in 48 boln 

Amoxicillin 25 mglkgldose for 3 dovs  per da) 
Cotrimoxazole I2 mg'kgidosc for 2 do= per dsS. 
Cefalarin 15-25 mgkgldou for 3 do- per day 

Repcar ur i~ lys i s  (and culture if possible) in 2 - 3 weeks to confirm rcsohnion of 
UTI 



Recurrent UTI (>3 episodes in one yzar) or prrsna of coagarml urirmry tract 
abnormalities or urioc reflux - should consider long tam adibiatic popbyluis to 
pcvmt TCClaaI infc*ions 

Couhmxamlc 6 mgikg/dou for one dose n kdtime fa minimm 3-6 months 
N i f u ~ t o i n  

PREVENTION ISSUES AND REALTR EDUCATION MESSAGES 
Alm parmu to possible L T  in any febrile episode 
Education rrganling synptoms of UTl in older children 
Ropn local cleaning especially in girls 
Motivate parents and patients to give long-term wbm i n d i d  
Need for conlinual followup in children with LT, espcially in fanrles. kausc 
UTI may persist even in absence of symptoms such crs fever or pain 

CRITICAL ELEMENTS FOR REFERRAL 
Age below 5 ycan 
Recumnt UTI (>3/ycar) in a female ova  age 5 
.hyUTIinamakoverage5 
Significant genitourinary anomalies arc wpmcd 
High fever. toxic or ill appearing, vomiting or dehydration 
Uncertainty about diagnosis or inability to obtain urinc spccimcn for analysk 
Persistent baacria in urine after appropriate antibioticr 

CRmCAL ELEMENTS POR EVALUATION OF COMF'ETENCE 
Symptoms of 1111 in children, by age group 
Potential risks of unmated or raumnt UTI 
Indications for prophylactic, long-term use of a n t i b i i  in Un 
lndications for referral for further evaluation and maugancnt 

CASE STUDY 
Sarah is 3-year old girl pevnted lo the heahh center with vcmitiug, kwz, 
urination and abdominal pain for 16 hours. On examiaaaiar S.Rh looked ill, ba 
Icmpaaaoc wla 39 C. and the right eonophnmic angle was tcnda to pllpriaa. This 
is dx first episode of this typc. 

Topics of d i i s i o a  reguding case study 
I .  What is the moa likely d i i i s ?  
2. How could you confirm the diagnosis? 
3. Should Sarah be r e f d  to hospital? 
4. Docs Sarah need funher investigations? 



c. What interventions can be done to decrease the long term effects of this 
problem? 

2. Hyperknsion 
a. What are the long-term effects of this health problem? 
b. How can persons with this problem be identitied a the earliest stage (ie. 

What screening can be done?) 
c. What interventions can be done to decrease the long term effects of this 

problem? 

3. Automobile accidents 
a. What are the long-term effects of this health problem? 
b. How can persons at risk for this problem be identified at the earliest stage 

(ie. What screening can be done?) 
c. What interventions can be done to decrease the long term effects ofthis 

problem? 

4. Anemia in womer. 
a. What are the long-term effects ofthis health problem? 
b. How can persons at risk for this problem be identified at the earliest stage 

(ie. What screening can he done?) 
c. What interventions can be done to decrease the long term effects ofthis 

problem? 

CRITlCAL ELEnlENTS FOR EVALUATION OF COMPETENCE 
Describe the basic elements of family health w e ?  
List the most significant e!ements of preventive health care? 

Family Health Care Model and Principles r l f  Prcvcntive I3cslth Care 
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Women's Health 



ISTRODZ'CTIOY TO WOMEN'S HEALTH 

LE.4RSlKG OBJECmTS: 
Define repr-dicrive health and its element5 
Descrihe evternal and internal female and male genital c!stem 
Understand ovarian and mensmai cycle 
Recognize common pmblelns o f  adolescence 
Cndentand the impertance and procedure. c'prenaritai e\~i l~insi iorr and 
counseling 
Cndentand the proce,. oicc.ncepticn 

TEACHKSG STRaTEGIES: 
Revie\\- the derinitinn. elements. an2 anat~~m! o i tq rcdua ibc  heai!h 
l.se -mphic mzteri3l tc~ present reprcductive znar~vn! 
Large group dii:cisi,ln 

MATERIALS 4SD EQ1:IPhlEST SEEDED: 
w O\erhe~d pro.iiccior and transpenciss 

Diagrams o: transparencies ~ i i e t n a l c  and male reproduaive matom! 
Flip-harts 
\\'hire b a r d  and markers 

LEARYWG FOI3TS: 
Definition c f  rep r id~ i t i \ e  health (WHO) 

I s  a stale ofcompleie physical men:al and social ue;l-king 2nd ni.1 MI: 
the absence C J ~  disease or infirmit! in all rnanerj related lo  lhe rrp:Lxi~~ai\e 
cystem in itz fun;rim~s and prtxess 

Elements o f  repr;kiuctive health 
Safe motherhonl: 
- ;2ctena!al 
- Safe deliveq 
- Posrnatai 
Infant and chiid health 
Family planning service, 
Health information. education, communication 
Counseling 

= Earl! detection o f  reproductive system cancer 
Early detection and management o f  STD's. HIV infection 
hfanagement o f  reproductive morbiditirs 
Management o f  inf ini l iQ 
Health o f  women in menopause 
Gender Issues. Reproductive rights. involvemmt o f  men 

= Adolescent Health 

Introduction o f  H'omm's Health 



Anatomy of  female reproductive system 
(See attachment 1, use diagrams or pictures to illustrate anatomy) 

Ovarian and menstrual cycle 
(See attachment 2 for graph of cycle and relationships between FSH. LH. 
estrogen, progesterone, and physiologic changes) 

Pubert). and adolescence 
Pubert). is part of the developmental process that involves development of 
the body, hormonal changes, attitude and psychological changes 
Recognized in the female by: 
- Development of breast tissue 
- Growth of pubic hair 
- Beginning of menstrual cycls 
- Changes in body structure 
- Average age - 12-13 yrs.. normal r a n g e  11-13 yrs. (should be 

evaluated if no menses by 16 years) - Recognized in the male by: 
- Enlargement of  the testicles and penis 
- Growth of pubic and a x i l l q  hair 
- Changes in voice and body structure 
- Occasionally, by temporary enlargrnent ofone or both breast nipples 
- Average age - 13-14 yrs., nonnal range- 12-16 vrs. 

Preconceptional and premarital counseling and examination 
Important concepts of Sexualityl Marriage and Parenthood: 
- Sexuality: A child's sex education is going on all the time. She must 

be educated about body changes. where bahies come from. changes of 
puberty and starts to masturbates 

- Marriage and parenthood: Marriage can provide companionship, a 
guaranteed sexual outlet, domestic service and to opportunity for joint 
parenthood 

- Preparing for parenthood: Preparing for health pregnancy, prevent any 
reproductive disaster before happening. 

Pre-ConceptionalPremarital Counseling 
- Diet: 

o Bread and cereals: whole grain cereals and bread provide 
carbohydrates fiber. minerals and vitamins 

o Fresh fruits and vegetables, especially for folic acid 
o Protein foods: (meat, fish, eggs) 
o Dairy Products: Fresh milk contains vitamins and fany acids which 

are destroyed by process such as drying and sterilization. A well 
balanced diet should contain sufficient vitamins and minerals for 
daily requirement 

o Consider taking a folic acid supplement (0.4mglday) and Vitamin 
D supplement (if covered) during reproductive life 

- Weight: 
o Pre-pregnancy weight can have an important bearing on pregnancy 

outcome. If the women is underweight there is evidence of an 
association with fetal abnormality and low birth weight. The 
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overweight women increase risk ofcomplication o f  prew:;) 
hlpertension and risk to her oun health 

o Cse the Bod? Mass lndei  as a guide: 
- Less than 20 - Underweight 
- 20-27 -Desirable 
- 21-30 - Moderate obesit! 
- Over 30 - Severe obesin 

- Exercise and relaxation 
- Aboiding hazard;: 

o Smoking: There is higher rate o f  sponmzous &m~oa. coneenital 
abnormalit? and fetai and neonara! death. 

o Aicoho!: I t  is no\\ recogired that alcohol ioniurc.i in prtrnmc! 
can damage the fetus 

o Drugs: 11 must be taker. according to doctor', order. This cnslude 
selfmedication such as cold curer painkillers. antaadj and 
Imatives and use o f  psyshotrdpics 

o Infections: Immunization for Rubella for x h w l  girls is v~ 
important 

= Premariral/Preconceptional Examination 
- Should be encouraged to detect high risk. conditions 
- Shouid be done fo: both male and iemalc 
- Begin with past histor) and fami!! hinor): focus on p@tec:i3: geneti: 

conditions such as consanguineous marriages hinh de is t% con-mital 
conditions (thalessemia. hemophilia. porph?uria. etc.1 

- lmmunizztion histo?. especiall! rubelia and dT i o i  the female 
- Previous sexual histor!. i f  applicable cesyzriall! idr rhc male). or 

histon o f  STD 
- \Ienstrua! histon. in the u o n m  - n'gular or irregular. 3;e o f  

menarche. presence ot'menstrual abnc.malitiru such 3.; %?\en- pain. 
heaby ilo\t 

- Brief physical examination. espwirllt ofblond FeScn'. u e i g h ~  
heishi. BMI. heart. lungs. hepato-splenomegal!. I!mph d e s  

Health Education:Counselin_e 
- Discuss and counsel regarding possible contracepuix and hatefns o f  

birth spacing 
- Advise beginning folate supplementation for woman - 0.4 m g  da?. and 

vitamin D supplement if covered 
- Advise regarding hazards o f  smoking drugs, alcohol when app!icabk 

(as discussed earlier) 
- Ansver an! questions that may arise 

CRITICAL ELEMENTS FOR EVALI'ATIOX OF COMPETESCE: 
Definctcon of reproductive health 
Anatomy and physiology o f  reproductive h d t h  
.4dolerence .pubem and common problems 
Premarital and preconceptional educatcon and counse;cng 

Introduction o f  Women's Healrh 



ATTACHMENT 1 

ANATOMY OF FEMALE REPRODUCTIVE SYSTEM 

External Genitalia: 
Vulva ( Inlerior of urogenital triangle of the true perineum is covered by the external 
genitalia and other structure. I t  is extending from the monus pubis to the perineum. 

Mons Pubis: 
The soft fatty tissue covered with pubic hair. which lies on the top of the pubic bone 

Labia Majora: 
Are fold of skin with under lying deposit of fat. the lateral labial surfaces are 

pigmented and hairy. The inner are smooth and contain many sebaceous glands and 
sweat glands 

Labia Minora: 
Are two cutanous fold lying within the labia niajora. enclosing the urethral and 
vaginal orifices 

Clitorus: 
Small structure, firm, rounded at the top of the vulva .It is compowd of erectile tissue 
and blood vessels 

Hymen: 
It is formed of connective tissue cmered b! squalnous epithelium. relstivel> thin and 
nonvascular 

Bartholin gland: 
The two bartholin glands are similar to the bulbourethral glands in the nlale. but lie 
superficial to the perineal membrane 

The Internal Genitalia: 
Vagina: 
Muscular canal that leads from the vaginal opening. it is usually nleasurec between 3- 
6 inches in length. 
The vaginal opening is called the introitus, through which vaginal discharge comes. 

The uterus (womb) 
A thick walled muscular hollow organ, shaped like a pear. In the nullipara it 
measures: 

Exterior (?.5 cm) 
Thickness (2.5 cm) 
Length of the interior cavity (6 cm.) . Thickness of muscle wall (1.2 cm.) 
Weight (45-55 gm) 

The parts of the uterus are the body (fundus). the isthmus, and the cervix. 
The uterus is maintained in position by four pairs of ligaments and indirectly by the 
pelvic floor. 
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The upper nvo thirds of the uterus is called rhe fundur or bod!. ahilc :he Icnz one 
third makes up the cervix 
The endometrium lining the M y  of the uterus is made of columnar epithelium. I r  
stroma is made oftonnection tissue cei:. It is 2150 a r ~ c h  source c f  prosta;iandcn. The 
myometrium or muscle coat consists of three la!r:s: an inner iircu!ar i+e:. :hi:; 
intermediate layer and an outer lonekud~nal la\er 
The aduexa (fallopian tubes) me attached to !he uterus. extend irom the rraries to 
the uterus. one on either side. The lcn-gh oieach tube is I0  centime!er>. Tht  opening 
of  the fallopian  be next to  h e  war?  ic funnel .haped rr irh mm? ftngrr-:ik :irnbr~c. 
called the ampulla. 

The ovaries are solid, almond shaped m z t v r e  each abol;: .; ccn:incten :or$. I ! 
centimeters wide. and I centimeters in thickness. The] are l~ocated or; sa:bs.ilc of 
uterus belo\\ the fallopian tubes Cross section t h sn  ;hat i t e  a\%? is rc~g'.!! ci;\;dd 
into a vascular center and an outer cortex ccnsistin~ cf se\cral thc,!c-nd tc!!; n 

eventually mature into e g s .  
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ATTACHMENT 2 

Female Menstrual Cycle 
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ANTENATAL C.4RE 

LE.4RNISG OBJECTT\'ES 
Hob\ to identify the mother and baby at risk fcr wmplicat~cns iii ~regans!  or 
deliten. and =hat to dc to minimize that risL 
Detelop competence ir the initial histop an2 rxrrmination o:lhr. nrcprlar.! \\.>nran 
L;nderstand the p r ~ t ~ ~ > l  ib: :'ollo\\up ofthe pregnant \\oman 
Describe the iommc.n petential yrcb:,-ms and icmplications ~Fprc:il~:l::. mrl 
their macagemeni. 
Understand hot\ (0 appropriatel) cdi~cate :he patient about the inlpmzn; i s u e i  
throughout her pregnant: 

TEACHLYG STR4TECICS 
Use lectures I@ presen: main point$ 
Use smali group discussion or role pla! ro prejent patimi edu~at~.?c ii3;ls 
Disuss the Case Stud? 
Have partizipants present several o f  their n\\n histories nf pn-gnaniie;. m d  
practice risk assrssmmt !using !he attached furni! in smal! grtlulups 

MATERIALS A3'D EQLIP>IE\T SEEDED: 
White board or flip chan and rnarkers for summarizing rnalJ: p'in!< 
Overhead Projector. Tran,pxenae, 

LEARWNG POIh'TS 
lmponance o f  antenatal care in normai and abnormal pregnancies 

ldmrifv the patient at risk for complications. and to minimire that riJ, \\hen 
possible 
Reassure the woman n hen all is  \\.ell u i t h  her a!d the bab\ 
Begin the process o f  education regarding her health and that ofthe bah! 

9 Begin the discussion uf planning for the b i r h  and ;are cfthe nc\\hr.n 
Initiate discussion o f  binh spacin~ methods 

Initial Visit Protocol - H i a o n  
Patient profile: name. address. highest le\el of education achieved 
occupation. and emergency conlact- 
Husband's pmfile: highest level of educa~ion achieved. occupation. 

= Risk factors: age ofmother. number o f  'hildren. and space bctrvcen childrm. 
LMPand Estimated Date of D e l i v e ~  (EDD) l i t he  pregnant woman dcesnot 
know \\hen her last menstrual period HZ<. recommend using ultrasound to 
determine the EDD 

* Menstrual regularity, lactation. use o f  contraception in the past. pavidit). 
parity, abortions. pre-term deliveries. nil1 births 
Mode, place. and date o f  previous deliveries. 
Outcomes and complications of previous pregnancies fe.p.. full term normal 
health) bab!, stillborn. cesarean section. hlcedinp sponinf during preganc)). 

Antenatal Care I 
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Time of initial quickening during current pregnancy (Xormal - 16-1 8 weeks 
for multiparas; 18-20 weeks for primiparas). 
Any symptoms or complaints during current pregnancy. - Medications taken during pregnant) 

= Smoking history 
Fetal movement. 

= Risk of pregnancy should be determined following initial visit. and 
subsequently re-assessed throughout pregnancy (normal or high) 
- Use attached Coopland risk classification table (attachment I)  

Initial Visit Protocol: Physical Examination 
= Contirm diagnosis of pregnancy 

- By missed menstruation in otherwise normal cycles 
- Typical changes in breasts and evidence of pregnancy on pelvic exam 
- Pregnancy test 

a. Urine R-HCG most accurate on first morning specimen, and within 7- 
10 days after missed menstrual period 

b. If initial uring pregnancy test negative, confirm with second test 7 days 
later 

c. Serum pregnancy test (R-HCG) accurate within 10 -12 days of 
conception, or approximately date of next menstrual period 

Weight 
- Should be measured at each visit 
- Measure height at first visit in order to determine the body mass index 

(BMI) using the BMl calculator/wheel. 

BMI = Weight (kg;) 
[Height (m)12 

- Use an adult scale to weigh the client: 
o Balance should be accurately adjusted at zero on flat level. 
o Light clothing without shoes. 
o Total weight gain during the entire pregnancy should be determined 

according to the client's BMI at the initial visit. 
- Most woman gain an average of 9-12 kg during pregnancy. Note that 

there has been no good evidence that weight gain is a significant risk 
factor. 

Blood Pressure 
- Record results and underline in red if deviated from nonnal. Range of 

normal: 80160-140190. If BP is higher than 140190. and does not come 
down after rest, refer for medical management. 

HEENT 
- Inspect face for puffiness; conjunctiva, tongue for color; mouth for 

cavities. 
- Palpate (feel) thyroid for enlargement 
Breast 
- Inspect the breasts for symmetry, condition of nipples (flat, inverted). 
- Palpate breasts for lumps 
Chest 
- Auscultate (listen to) heart and lung sounds. 
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= Extremities 
- Inspect fingernails for color. hand for s\\elling (abilit! to x n o r e  ringzb. 

feet and legs for swelling (an impression or dent a~hen prtjsed b\ ?our 
fingers). 

- Check reflexes. tap knee uith reflex hammer. If uoman's leg~erk' \'ER!. 
briskly and quickl?. refer in the presence o f  high blood pressure. 

Back 
- Tap the back over the kidne! for c igns  o f  tendsrnecs. li pain. ih::k for 

other signs o f  urinan tract infection. 
= Abdomen 

- Inspect the shape. s)mmetn. m d  io: ietal mo\emcnt. - Look for evidence o f  previous ebdominal sureen. such 3. C-Secti,\~i 
- Listen for fetal hean tones ( 120- 160 teats per minute). 
- Palpate the fetus using the technique descritxd in "nachn~eilt ?: Lie % 

Presentation." 
Pelvis (whsr: spzcilii vaginal or pel\ ic complaints esin) hots ;hat pe!\is 
e\amination i s  nc: routinel\ required al the in:!ial e\a!uui@n. 
- Steps o f  Pelvic Esam (.Anacl~ment 9) 

Step 1: Perfcrm extsrnal geniul i~ipection 
Step 2: Perform internal inspscion (speculumi 
Step 3: Perform external genital palpation 
Step 4: Perfcrm internal palpatiim ibi~nanuall 
Step 5: Perform rectovaginal palpation 

Appropriate labwaror). and o ~ e r  in\ sstigarions 
Urine for glucose, protein at each visit. \liiroscopic e\am. calturz and 
sensitivity (when indicated for suspician o f  infzcec:ion) 
Haemog:obin and PCV at first visit. ZrJ trimester and 9" month. 
Blood t!pe and Rh tjcror ar iirrt \ i s i t  ~Sc.c. -\rra~h~nent 7 ior management o f  
Rh issues) 

* VDRL at first visit - Random blood wgar at I S  ureks. Refer for standardized pns-glucoie 1 s t  or 
3 hour glucose tolerance test ifgreater than l ~ l m g ' l ( l i ~ n i l .  a5 kun in 
Attachment 8 
Hepatitis B and rubella antibodies (recommended) 
Vaginal smear ifneeessan for abnormal discharge 

Ultrasound scan for detennination o f  fetal size or abnormalities \\hen indiatrd. 
Note that ultrasound scanning is not routinely recarnmenjcd for narmal. 
uncomplicated pregnancies \vithout any o f  the icrlli,u ing indica:ions: (See also 
Attachment 6) - Assessment o f  bleeding or pain i n  early prepanc? 

Diflerential diagcsis o f  tmuhlesome vomiting. - 

Estimation o f  gestations: age irothem ise uncenain. 
I n  mathers who h3te large or smail neuhms ifor gesutional age1 in past 
pregnancies. 
Monitor fetal gmu-th in high-risk pregnancies. 
Assessing placental site. or identif?ing the source o f  antenatal bleeding or 
hemorrhage. 
Examination o f  the fctus when the r i r l  cfc~ngenital anomal is hi*. 

:\n!enala! Cue 



Determination of fetal pre~entatiann i t  it i\ t~nclcar fro111 tlic abdominal 
c i : i~ i i i t iat io~i .  

1,'i:r ~ h s ~ i c  patients \ \ I iv  art. ~tnnhlc ~ L I  c t ~ l n p i  \\ it11 ttlc n~irnt icr  ~ ~ i ' r c c ~ ~ ~ i i ; n c i i d c d  
visits. tlie MINIM1 !M n~linbcr. <<f  visits recomlncnded h! tlie \ \ ' I10 i s  5 .  
di\tr ibutcJ a> l i > i l o \~c :  

I Timing Content I . . ~ ~  ~- - . -. . . . . ~ ~~~ 

I First Visit : H) elid of 3rd 1110ntli 1 . Scrccn & trcat an:ieinia I 

-~ 

S e c o ~ ~ d  Visit 

! Fourth Visit ; III O?L,zlL 1 ' (36 tbcchb!  

! 
;_-.~ - ~~. 
j Fifth Visit :iX \+i.cL.~ 

I l i g l i  risk patients i h t ~ l l d  he scct~ more l ' req i ic~~~ly ,  ever! 2 i rcckc t i l l  7X weeks 
thc11 \bccLl! t i l l  dclivery M it11 tllr pliy\ici:ln. 
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During each visit: 
- blood pressure 
- weight 
- urine for sugar. pmtein and acetone. - abdominal examination for fetal size and well being 
- fetal heart tones and movement (not less than 10 movements in 12 horn) 
- any pmblems since last visit (vaginal discharge. bleeding. edema H C . ,  
- Appmprizte patient and family education as noted belev 

PAlIXhT Ahl) FAWILY COL3SELIXG 
During the course of each pregnancy. the following issues should be discussed. 
ideally with both the patient and her husband: (See Attachment 2 for more 
complete details) 

Bathing and personal hygiene 
= Binh spacing counseling 

Bowel habits 
Breast care and breastfeeding (Lactation) counseling 
Care of teeth and gums - Childbirth educatizn - Clothing 
Common complaints and s)mptoms of pregnancy 

= Danger signs during pregnancy 
Drug education and classification of drugs 
Exercise 
Phlsiology of pregnancy 
Fetal mo\ement 

= Fotlow-up visit schedule - Health hazards to pregnant women and infants: smoking and alcohol 
Immunizations during pregnancy 
Nuuitional advice 
Physiology of labor 
Postnatal care 
Psycho-social problems 
Relaxation and sleep 
Sexual relationships 
Travel 
Warning signs of pre-term labor 

= Work during pregnancy 
Divide information over the course of antenatal visits giving inionnation w h  it  
would be most relevant. 
Information needs to be repeated or assessed throughout the course of the 
pregnancy. 
Build on information previously given. 
Avoid giving too much information at one time. 
If you may see the woman onl) once. choose the most impom1 infonnation to 
give her. 



CASE STUDIES 

1 Amina, 35 years old. G6 P4 Ab2, attended the antenatal clinic on 5 March. 
Her LMP was on 23 November 1999; Her EDD is on 30 August 2000. The first 
three babies were delivered normally at term; she had two abortions in the first 
trimester followed by evacuation of  the uterus. Last baby was delivered by 
caesarian section for abnormal vaginal bleeding at 35 weeks gestation. She is 
diabetic for the Ian 2 years and on oral hypoglycemic drugs. 

Topics for discussion regarding this case study 
a. Using the Antepartum Risk Assessment Form, what is her level of risk 

with this pregnancy? 
b. What is an appropriate plan of management for this patient at this point? 
c. What counseling issues would be most appropriate for this patient at this 

point? 

11. Fatima is 24 years old, G2 P1 AbO who comes to the antenatal clinic at 12 
weeks of pregnancy for the first prenatal visit. The first baby delivered normally 
at term and was 3.6 kg. She has no complaints at present, and her examination is 
normal. 

Topics for discussion regarding this case study 
a. Using the Antepartum Risk Assessment Form. what is her level of risk 

with this pregnancy? 
b. \Vhat is an appropriate plan of management for this patient at this point? 
c. What counseling issues would be most appropriate for this patient at this 

point? 

CRITICAL ELEMENTS F O R  REFERRAL 
Patients classified as high or very high risk on Coopland risk assessment form 
Increase in the blood pressure 
Bleeding or abnormal vaginal discharge 
Severe anemia 
Medical illness as diabetes, hypertension, thyroid disease, heart disease etc 
Rh isoimmunization 
Poly or oligohydramnios 
Fetal growth retardation or abnormally large uterus (twins, polyhydramnios) 
Patients needed abdominal delivery 

CRITICAL ELEMENTS FOR EVALUATION O F  COMPETENCE 
Proper conduction of antenatal and postnatal care 
Appropriate investigations necessary at the booking and postnatal visits. 
Appropriate patient education regarding breast feeding, contraception. smoking, 
sexual activity 
Contraception and birth spacing 
Knowledge of need of referral. 

Antenatal Care 



Attachment 1 
Antepartum Risk Assessnient Form: 

Patieni File Lumber - 43s 
Cia\ ida 
Abortion L>LD E 3 D -  -- 

- ... . -- 
I Reproductive RS %ledical o r  R?. Present RS 

Histon- I Surgical Pr rgnanq 
- : His top  ---. ..- ~ ~ 

! Age I . Pre\ ious ! Bistding 
<!6,31>35 g)nes3!og;c ~ 2 0  \vezk, 

s i s e r \  ,2P \\wLi .- . .. .. 
i Is: visit 20 I Chranii rena! -\-e.ni: 

disease \\ ctks . . -_ _ c i : SE : ?C ~r.: ---. -- 
i Diaktcs Psri!? = 0 7 Postmarii;;:? I 

-- -. - p- - .. - -- - . . . - . -- - 
Pa-i:) > I 1 Chroni; Z !t>~r.ner,r.~- - 

h\prtension - . - -. . . - . .- - . .. . . - . -. -- 
A b m i m  >2 - 1 Cardiac Asease 5 Prcm~turc - 

mp?;re 2: 

-. - memtr5l;si- - 

Histon cf I Geitationa! i 0:i:c or P: 1, - . 

Pcstpanum Grdnlh 
bleedine Retardarisc -- -- .-- -- . . - -. . . - 
lafar.! - 4 1 ~ s  i Ps?.c!iidti;c : \ic~tirI: 

nrsSIzn1 Preenan<!_ -- .- 
I n.8.- - Infact .r2kg: L,.,,-I s i g ~ i l i a n i  \ . > a  1 

mcdicai p-siticn 
disc.rden (score 
I -j according to 
m e r i l l  1 

A -- .- - - - - -- - 
I Rh- Tohemia o: 

\ snsisn ~ , > ; ~ c T L ~ : I : ? ? : ~  %:- u n  ~ . ~ .. 
Prer i~us  C- - 
Section -- - - -. . - - - - - - . - - - 

' Abnormal or T - 
, dillicult iahor 

-- -- 
Column Tab: XXSXXXS - - - -. - - NSSSXUX . - - .- -- -- -. . . . -. - - 

Total Score IT- ;~ !  rf 1i.x ;L~:.?I:S - 

Low Risk. C-: tiici? XyJ:: .:4 See? Risk -<* XY< 
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Attachment 2 - Patient Education Guidelines during Pregnancy 

1. Bathing and  Personal Hygiene 
There is no objection to bathing during pregnancy: it is encouraged. 
Advise raking extra precautions not to slip or fall uhen bathing or showering 
near the end of the pregnant) 

Tub baths at the end of pregnaccy may he not advisable. as the hea\> uterus 
usually upsets the balance of the prcgnant uoman and increases the likelihood 
oftripping and falling in the bathtub. Advise using a shower or pouring unter 
over the body. 
Advise washing breasts daily with a soft cloth and wearing a supportive bra. 
Avoid massaging nipples during washing. 
Advise cleansing external genital daily: wiping from front to hack. especially 
if vaginal discharge is present. Change underwear frequentl?. and if possible. 
use cotton underwear. 

2. Birth Planning 
Counsel the client and her family to think ahead and make plans for when the 
client will need to come ro the facility to give birth. Waiting uritil thc last minote 
will only add additional stress to a very exciting period. Guide clients in 
discussion to consider the follo\ving and take appropriate actions: 

How far from where you live is the facility where you \\,ill gi\e birth? 
How nill !.ou gel tl~cre? B'ho nill go with quu? 
If y0.1 have to leave home during the nisht: who will care for the cllildreri" 

If you have to use public transportation: 
How much will it cost (transportation costs)? How can you save the amount? 
Will the transportation be available at night? Hen \\,ill you get in contact with 
transportation? 

3. Birth Spacing Counseling 
Introduce client to famil) planning and its purposes during the second trimester, using 
health education talks, pamphlets and posters. and videos. During the third trimester, 
counsel the client regarding all available methods. This \ \ i l l  be part~colarly important 
for women wanting immediate postnatal IUD insert~on or immediate postnatal 
voluntary surgical contraception. Counseling should continue after delivery until the 
mother is discharged and provide her chosen method. if appropriate. 

Emphasize to the client that the recommended interval for spacing of children is a 
minimum interval of at least two years. 

Birth spacing is vital for maternal health and child survibal. Benefits of birth spacing 
are: 

o Gives the mother time to renew nutrient stores. 
o Reduces the risk of death and illness of the mother and infant. 
o Promotes the health of the entire family by ensuring a healthy mother. 
o Saves lives. 

Antenatal Care 



4. Bowel Habii 
During pregnanc). bone1 changes ma! bxiur due to sluffishness of the intcs!~nai 
m c t  caused by the effect o f  progesterone and pressurc from the gma ing uterui. ;he 
follo\ving changes ma! be obse~ed: 

Constipation (common). due to genc.lr:izcd rela\a:ion oi~m,wt'n music m d  
compressian o f  iower bO\\e! b! :h; uteru,. I: is cliaraiter~zed >! J/~:o:: l~~% 
caused by passage ofhard fecal material. 
Bleeding and painful small tears n3! de\;';ap in !he s\rollcn an.! \ai iulz- r ~ n l  
mucous. 
Development o f  hemorrhoid,. 

Tell the client that. to a\oid these prohlcmj. she should: 
Increase water intakc (eight glas.;sr rer d3? I:  drink pru~ejui ie.  i A e  \\2m \\ater 
or hot fluids u p n  waking. 
Pa) close anention to b o ~ e l  habi!s: go to the toilet \\hen >OII feel tht urge Take 

7 1 n : m  sufiicient quantities o f  fluid. vegetables. and fruits ~ i t h  [heir skins. IL ' 

dietar). fiber. 
Engage in reamcable smoufit ofdail! exercise (e._e.. hrisk \\alkingl. 
Take stool softener prescribed tr) provide: uitl? plenn o f  \rarer. 

5. Breasl Care and Breastfeeding (Lactation) Counseling 
A\oid nipple stimulation (tou~liing. mhhing) and nacsagc since i t  can pre\ci;e 
contractions 

Counsel the client on incant feeding during the third :rimesir. usinf cl~enr maeriali 
and video: c,lvering the ad\antafes and k n 3 \  /ST> 3f SL~Z<CZS:'U! hre3it;'eeding m d  
care o f  the breasts. Re\ ie\v breastfeeding pre7anrii.n niriu_;ss at the 36" of 
gestation. Breanfeeding is lira1 far chiiJ sunival. mstern3l hra:~h. nnd h i n i  spacing 
Introduce or reinforce L A M  criteria and optims: hrea3tfeeding practiies. 

- 
- 

LAM Criteria 

A woman can use LAXI i f she s n s ~ e r j  "So" ti. ..\L1. sf these qutstitms: 1 
P Is your baby 6 months old or older? 

I i Has your menstrua! period rek rn id l  (Bleedinp i* !he Brst O \\eels wanatall> 
docs not count.) 

i > Is your baby taking oher f d s  or drink cr allo\\ ;ng lor.:: pcri&~>C:ime (4 0: 

I mom hours) without breastfeeding. either da!. or night? I 
I I If the woman answers 'Yes" to any one o f  these questions. she cannot rel) on L441 T( 

I prevention o f  pregnanc). but she car; continue ro breaitt"~! her hah! \\ hile using a 
I method o f  contraceptiolt that \\-ill not interfere u i th  lactation. 

6. Care o f  Teetb and Gums 
Encourage the importance o f  dai!) care and brushing ofthe t d h  aAer meals 
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Encourage the daily drinking of milk and eating dark, leafy vegetables to prevent 
loss of calcium and loss of teeth. 
Pregnancy does not prevent dental care; it is required during pregnancy to prevent 
serious infections. 
Encourage dental visits when needed. 

7. Childbirth Education 
During the second half of pregnancy, provide information about preparation for labor 
and birth, the proper place and who will attend the delivery. preparation ofbaby's and 
mother's clothes, care of newborn, breastfeeding, care of other family member. in 
order to: 

Help the mother and family take a decision ahout the appropriate place of 
delivery. 
Promote hospital delivery and delivery by trained health professional (doctor and 
midwife). 
Promote breastfeeding. 
Explain these processes to the mother and her family: 
o Process of labor. 
o Process of birth. 
o Labor relaxation techniques. 
o Comfort and support measures by those staying with the woman. 
o Postnatal carelinfant care. 

See also "Attachment 10: Preparing the Pregnant Woman for Labor & Delivery." 

8. Clothing 
The clothing worn during pregnancy should be practical and non-constricting. 
Well fitting supporting brassieres indicated. 
Contracting garters should be avoided. 
Low-heeled shoes are recommended. 

9. Common Complaints of Pregnancy 
Many discomforts are expected in pregnanc), which are related to cardiovascular 
changes, hormonal effects, uterine growth, and the change in body posture. 
Ajier investigation to rtrle out a serious pathologic condition, treatment may be 
directed ro sj~mptomatic relief: 

Antenalal Care 



TaMc I .  Common Complaints of Prqnanq .  
. -. -.- - - - - 

:S&dphini '~ ~ ~ \ l a c f o ' F e I l  the Client . . 
i piotidcr M ~ I  .. 

- - . -. . - - - -- - . . -d 

C<meipalior . In~rcs r .  !r.jF \biter :n:dir $ 7  i.rlsl>.. cz: . c L\L.?x. :rc .a~e?: c- : c.. 

hipr-Rkr  i~d,. md w i t  ,i~ii! c\c:ilv • k-7:~ I-<:,.::- :\>-:::"::: xd-:tki,>~> 
I rc mild iax2ti\es 31 a I?S: rew..n. . . :\!<:mu:> ,. -2::L.L.e I)~.:;:J.&. . \ c~<c:  r . 3 , :  z,i: \:< ..?~* .. :.t< ,.:- 

!nez<2W> %!. '' :.,2,c< 

- - -- - - - -- 
Headache iakc miid -in rei:e\cs: c.g . pxa.am. I . rh?m:z? 32: :.+< ~ 2 - c ' e  ,sm< 2 

.-\\otd z?;"~. k n g e r  S i p  -a. k ... . 
. . Iniamm pnn idr: i t  p i n  m-omn  wtcre 0:'e; yr-.c:-:;.I .?-~i,.>.. RI.:~~;:. 

jw ,76 <\CV ~:z 7027, . :,Y w \ c z  - c A . 2 < - <  .- :. %-LC<. %,!?rn 
.',kkme %>: .?I::: -c 21.2 ---:.!.: -.$? k 
ow;. 

u.iisin%\r!thrru~ d rrr: F:I,.: 
. ~ . .  . . n , ~ k  ?I, j; v<L..Ji<~!!! &-;:& lne a: :z-: Remember .:: ~!-?:.r. ., . : 9 222 

reiiei. ,-.:! ;?.,: .:.2:2Lcb,- ..a. .... 
\!ear sucpclr.i\r. I\-\\-tce;c.l x h r r i ~  
lir\rn.. acz: J ma1m:t: girJlr i,? 

a d d i l i u ~ l  suppuc. 
Heal or icelc, iucL 51; ri.li:t ahrchc\r: .. 

more cmlc>ning. 

-. - - - - - -- 
Nausea a d  . Ea1 snlali. ~.izai. :q~zr.:l! kcey c c d i i ~ : .  

\omilinp a! haizidc mu CJ: t v i ~ r u  3c:iir.g cct ,-'"h: La; 
or dxnk <riiLt!di<c mtr: I,) ,!c:z 
.%\aid oii?. sric) forrl< 
Ce! out o: srd slntr I?. 
S?mpmns should n n  r\;mt he?ocd lhc 

lin: three months: i i w i c r r  a?$ ~misir::. uc 
!om kalfi: ;arc pns\ id" 

-- - . . - . - . - - -- 
Vaiarjit ics . Ele\ale lcgs pcri'dimll! during L:C &!. . I':exxk .CW. IPw. as ncx- 

• Wear  sup,lon h w  ceie\ ale :q5 ~ L Y Z  Rr!c i:sIrc.~.l!:<~ a x  went ad 
p!lin_e w how lor maimvm r u , v n t .  pin<&!. 
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. . pPint:: .' I ~ b ~ t d T e 1 l ; r h e  Client ,,.- ' ~: -. . . . .. / P5~vldff  Manngcmenf'! . . .. , 
\ - .. . ! 

-. 1 Vaginal Cleanse genitalia daii!. Wear cotron I f  nor ~niec:io~~. coonsc: io- grn~:nl 
discharge underwear. ! iypienc. 

I 1 . Clse light sanitin pndi i!.dii;ha:.c l i  With r)tnpiorns oTinl>ctiun. treat 
heavy. accor,iin~ to goidciines or rcicr 1c.r trcatmrnt. : 

I ! \ o i J  \aginnl duuchinp. 
i f  discharge de~elops ivitii trcninp. i 

irritation or foul odor. ice thc  ?ia. der as soon 
as possib:c fur tl-catmeri. 

-- - 
r ~ c e  cramps . Uur~ng sram;ing. sria~ghtm leg slc~i\I) . Prcscl-ibi C3l;i.ilil wr>onntc ~r cnlciilm 1 

, u i th  the hccl pointins and ?he toes up\\dl.J or ' laciati: tahlcri 
push the heel o f  the foot agsinct tlic fooihodrd 
ofthc hed or floor. ifstanliinp. 

Exercise daiiy to unharlce circulation. . flcvatc legs periodicaliy throupi~nut ihe I 

da! . 
1 l.ake calcium tablets dail?. €31 c.1Iciun: 

rich food\ quch as dairy and dark grccn leaf! 1 
I 

\ esetnhler 

10. Danger Signs During Pregnancy 
Teach the pregnant woman and her famil! to report ail\ of t l~c  follo\ring conditicn. 
immediately: 

Vaginal hieeding 
Sudden gush of fluid or leakin: of fluid fiom vaeina 
Severe headache not relieved by Paracetamol 
Dizziness and blurring of vision 
Sustained vomiting 
Swelling (hands. face. etc.) 
Loss of fetal movements 
Convulsions 
Premature onset of contractions (before 37 aeeks) 
Severe or unusual abdominal pain 
Chills or fever 

11. Drug Education and  Drug Classification 
The f o l l o ~  ing are guidclinss for the clinician who prescribes medication during 
pregnancy or lactation: 

Try to avoid any ~nedication during the first trimester. 
Use single, non-combination, short-acting agents. 
Choose topical (if available) over-the-counter medications. 
Use the lowest effective dosage of the safest known medication. 

Antenatal Care 
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Instruct hreanfeedin: mothers lo u'e a single dosc ,-r shon sctinf mrdi:a1:>r 
so the! can feed agair.. past the ptaA hi,-& le\ t! !I. minimize tit: riA t i  
infants. 
Encourage hreas:ieedin_c miltheri t' ~ ~ i h  21.d sce \\ he!hcr the !nLlr: src-i I,, 

have an! prilhlenii mixed tc z?! msdi;-rim !he nothe- red! 'W t;d.iy 
Ckc :\mchment I O  3s a guide ti. thc us:. ,)<the noht i~~innlznl? ..xi 
medi;a!ians 

Table 2. Drug Classification Scale (tr be used \vi:l? tlzchrnrn! l i, 

Categop D e m n  -- 
A hr tern: r.sL tm. ..ii\::ami~,. 

12. Exercise 
Ccn i in ;~~  to be a;ii\e but 3 \ c Z  fatigu:. l i~. :  t raicd 3tti:ei: ;.I: ;,1!1:;nw ri_eordus 
training during preg~anc! hut shciid 3 \ ~ i d  niii:~; he: ;ore Ici!ycrati;re i.: 
hecrmi:;g de5ydntrd. Exercise chcuid be \ j e i  diirinc the ti.;:: :ri!:leiiei ro 
avoid too mxl:  stres- rm k:~ce ail2 xki: ~o~II!. \I &ki?g can ?v .:cicFe: !c :he 
needs of mnst \\omen. Exercise shwid inciode \\omcn's p->!:~re s;:rsui3r 
relaxation. and brzathing cxercisr.. 

13. Fetal \lovements 
Fetal acti\ it! is usuall! of c!clic kequens! o: partm an(! ma? \ .tr? :i~roughrui 
pregnnnq. Lack of f::al movement or mdrktd decrcac: in :'rcl:uc~:;? ma! be 
~ar.it:f s i~na i  of letdl distress: i~!i,?rn pro\ idcr imn:edi~!c!! 

14. Health Hazards to Pregnant Women and Infants 
Smoking should be discontinued during pregnans?. It is i m p l a n t  to <our.rl  
patients a b u t  this and record ihcir compiia~!ce. The potentia!I! htrmiul effects of 
cigarette smoking during pregnancy include Ion birth weigh;. premature labor. 
miscarriage. stillhirrh. (cot) dea:h. hinh dc fec :~  and incrsasrd respinlrn 
problem in neonates. hiore than I @  cigarettes 3 da! a n  ha\c a pron@uKed effect 
on hinh weight. Man! \\omen drr not reaiize the sc\erity ofthe risk. Patier.: 
education is in:prtant. \\ ith counwlir.g or referral ti. appr~3;rin:c c~~mrrunit! 
moups. 

Alcohol use shoilld be dik-ontinued in prepan<!. Chronii alcoi~olism has been 
shown to cause fetal mai-de\elopment that is commonl> referred to as fetal 
alcohol s)ndmme. Thc more alcohol the mother drinks. the mdre the iztus is at 
risk of damage. Encourage inother to aroid scx-ial drinkins. 

A\oid exposure ro X-m!s and contact ni lh persons nith inrccliuu~ diseases 
(e.p.. German measles. chicken pox). 

Antenatal Care I; 
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15. Imniunizations dur ing pregn;sncy fnr  n prc\iously non-immunized woman: 
Adjust for t ! ~  immunized \vo!nsn. 
Tetanur toxoid should he admiiiisier~d in prcgnanr!. esprci:~il! if cxposore to 
pathogens is likel!. 

Tab le  3. l -e tanus  Toxoid Immunization Schedule. 

--. - . . -. . . - ~ 

Dose , Sehedulc a .  --... - - - - - . 
TT I A: firs! c.,nrac? or a i  earl! a p,!scihle dlirinr prcgna?:! 
TT? Four \ie;.is titier T l  I 
TT1 Sih to : Z  months dticlTT2. or during wbsequen: pre;;:Jilc? 
TTJ Oiic re three gears aiie: TT!. or during sithsi.qu?:i: I“C!!I~::~) 
TT5 - ; One to +i~e :~ -?~ \ears afis: TT4. or d : ~ i i r i & s i ; b i e q ~ - ~ ; $ ~ ~ ~ ~ ~ ~ ~ - - - ~ ~ ,  . - .. 

~ 

Live virus vaccine shoi:ld i ~ e  .?n>ided doring pregi~snc. i>c<~~; . ;c  oi" possihlr 
damaging sffrcrs ?I: tlis feti~s. . Hrp:ititis 13 \accine serir. m.;:. bi' gi\ei; i;i prcgnanc! ro \\..I::L:~ a: risk of 
e\poslir? 
J m m i ~ n e  giohl~lin i>  rccomnientled for prc-g:inrir ~ \ o r r , c ~ ~  expoxd  to niensles. 
l-lepatitls A. l-lcpatitis LI. trtnrllia. sliickcnpox. ::r r:lhies. 

16. Nutritional Advice 
Eat ioods f r c ~ : ~  ::a;!? o f the  six major f o i ~ d  groups: 

l i Fat [spariii~l!) 
2 )  ?dill. yi:fur:. cticsse 
3 )  Vegetdhles 
4) Xle:?i 
5 )  Fiiiir 
6) Dread. cerea!~. and other carhoh?draies 

Drink pirnt? of liquids lesprciall) warer-S to 16 large ~ i a s s r s .  or 1 litcr), increase fiber. 
and incrua~e calziiitn mid iron intake. For worncn whoie B i l l  is normel h e f x e  
pregnancq. ~nd:iitai!i a normal \veiglii gain :+<cording td 6MI. This is i1si13lly achiexed b) 
a well-balanced diet ccnrainirig 60-80 gm protein. 2400 or niore calories. loiv sugar and 
fats. high fiber? milk and other dairy producls: higher weight gain ma? he required. 
Escsisive weight gain or high pre-existins 11iat;rnai weight is acsocis~ed with iricreased 
risk factor fcr tile inl;-~,! iii :ernis of bir!h i rx~i i ia  and delivery b! Cnssareati scctic,n. 

Tab le  4. R M I  Assessment and  Recommended M'eight Gain .  

~ 

BMI Assessme:it of Wright ' Recommend W e i e C a i n  L L . ~ ~ ~  

, Less than 1 8.5 I Undenveigh: i 12.5-18 Kg 
-+ .- _/ _._. _ 

/ Normal wcight i 1.5-16 Kg 
~-~ 

I 
Over\\~ei$ht 7.0 - 1 1.5 Kg 

-4 
I 

. .---.---.-____1 

Prescribing prenatal vi!amins iii mos: cases may not he nccessar!. where diets supply 
adequate calories. protein, 2nd minrraib for appropriate \wight gain. Ho\vever. there are 
two exceptions: 
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Folic Acid Supplementation pre-conceptually and throughout the early par. o f  
pregnancy has s h o w  to decrease the ~ncidcnie o f  fetal neura!  be defwts. Th im to 
six? (30-60) mgid calcium up to ! .f. mg'd in later months o f  pregnac? and dur~ng 
lactation. 

I ron  Snpplementntion after 12 \\eelis i s  recammended .-\ljo. i a~ reaed  iron 
requirements in the laner par: o f  prespan;) are d i f l i tu !~  to meet in the r~~ur ine diet Tc 
enhance the absorpt!on o f  iron. insrmc! mothers to take iron \\hen eatins meat or 
vitamin-rich foods (fruirs and vegetables). Avoid tea coflee. and mill, 3! the same 
time when taking iron: it interferes with thc hod!'s absomtion o f  imr Iron can also 
be taken between meals n i th  orange juice. 

17. Pbvsiology o f  Labor (See "Attachment 10: Preparing the Prqnan t  \\omam 
for  Labor & Delivery") 

During the stiond half o f  prepanc:. :each the woman. her pnner. and her imil!. 
through discussions with hea:rh care staff. Irrturei. pamphlels. nn; iidec.5. a b u t  the 
normal physiologk o f  labor, stages. preparation. anaiam: o i  bin;; sanrl. signs c f  later 
progression, breathing. and nature o f  pain in order to: 

Reduce the need for analgesia and mesthnia during labor. 
Ensure coopention o f  client u i th  the anending s:atl:urinyc 2eli\eq. 
Minimize feral distress. 
Reduction o f  some maternal cl>mplisati?nj i t s . .  exhaustion> doring dclibc? 
Slinimize instru!~cnt;ll anJ opcrarive intcrFerence. 
Ensure smooth and shi.cer pr.ifression lahr.  

18. Postpartum Care 
Instruct pregnant \\.emen \\hen to return aRer delikep for postpartum visits. The first 
visit should be within the first week after deliver!. and the -and \ isit should bc two 
to six w e k s  after deliver) or snoner. if necessaq. Explain to the \yoman hat  i i rhe 
follo\r ing occur an):ime duriog the pstnatal period. she should rc!:rrn tc the M 
center or hospital immsdiatel): 

Heavy bleeding. 
Fever or chills. 
Abdominal pain or foul-smelling lochia (uaginal dischuge). 
Pain andlor tenderness. heat in the cal fof  tine legs). 
Freling depressed or no: happ)~. 

Explain the importance o f  postparrum care: 
Monitors h e  m0ther.s full recovery from the effect o f  prepanc? and delibcn 
Helps detect complications early for their effective manapncnt. 
Facilitates family planning counseling and pmvision ofmethod(s~. 

19. Psychasocial Problems 
The pregnant woman may have uorries and fears a b u t  labor. or ma) doubt her 
ability to care for the bab) or for her other children. Health pro\ iden need to bc 
qmpathetic, reduce anxiety. and prcvide prohlem solving with counseling and~or 
ducation for the woman. 
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20. Relaxation and Sleep 
Instrtict the pregnant woman to continue all ordinary activities \\ith one or nvo 
hours bed rest during the day. Adequate sleep may be difficult to achieve as 
sleeping patterns change. Therefore, it becomes more important to ensure rest 
breaks during the day. 

21. Sexual Relationships 
There are no restrictions of sexual relations for pregnant women without 
complications. Whatever is comfortable and pleasurable may continue unless or 
until a pregnancy con~plication occurs (e.g., vaginal bleeding. preterm labor. 
known placenta previa). Support the woman to avoid sexual contact if she or hcr 
partner has symptoms of STT; ask her to see the provider immediatel!. Encourage 
couples to use condoms where the risk of STls exists. Instruct the mother to avoid 
sexual intercourse if the waters break or labor begins. 

22. Travel 
Travel is not harmful for a healthy pregnant woman. Avoid long periods of 
sitting, and take a walk every two hours to promote circulation. 
Travel in pressurized aircrati presents no unusual risks. 

23. Warning Signs of Preterm Labor  
Infant outcomes are improved when preterni labor is diagnosed and trcatment is 
started early. Teach the mother signs of preterm labor. These signs include: 

w A feeling that the baby is "balling up" which lasts more than 30 seconds and 
occurs more than four times per hour. 
Contractions or intermittent pains or sensations between nipples and knees. 
lasting more than 30 seconds, and recurring [our or more times per hour. 
Menstrual-like sensations. occurring intermittently. 
Change in vaginal discharge. including bleeding. 
Indigestion or diarrhea. 

24. Work  During Pregnancy 
Most women can safely work until term without complications. A flexible 
approach must be taken. Pregnant working nomen should take breaks every 
two hours and walk around frequently to support circulation. 

Pregnant women my have less tolerance to heat, humidity, environmental 
pollutants, prolonged standing, and heavy lifting. 

Pregnant women who should probably not work include: 
Those with history of M.0 premature Jeliverics. 
Incompetent cervix and fetal loss, secondary to uterine abnormalities 
Cardiac disease greater than Class IT (tires after lninimal activity). 
Hemoglobinopathies. 
Diabetes; greater risk with retinopathy or renal iiivoivernent. . Third trimester bleeding. 
Premature rupture of t l ~ e  membranes . Mu!tiple gestations aRer 28 weeks. 
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Attachment 3 
Lie & Presentation 

Feel for the bab)'s head and bod!. B! 3G-32 weeks. the bab? is usuall\ I?~ng with the 
head down towwards the mother's pelwis <\;ene\ presenlation). klost babies Ile mere 
on one side of the mother than the ot!ter 

L.ook and frcl fcr movement of the bab) as showbn in the d i a p i s  k l o \ \ :  

Stcp I: Fmi uh31 XI?. ulthc bah! !,in ihc b w  ":era< 

Step 2: F e i  ;iv the b b > r  heci 

m 

Step 3: Fce! \\hat w. c:hc bb is in :k bwu ~ l m s  
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Attachment 4 
Pelvic Examination 

In preparing to perform the pelvic examination: 
Confirm that the client has recentl) emptied her bladder. 
Explain to the client what you are going to do and answer questions. 

v Layout all instruments and equipment that you will need. 
v Ensure that the examination space is privatz, that the examining table does not 

face the door; thzt curtains or a barrier protects the client from exposure. 
Position woman appropriately on examination table with feet in stirrups. 
Drape the client's abdomen and pelvis with a cloth, towel or her own clothing. 
In all cases, respect her modesty and treat her with dignity. 
Position light for good illumination of the cervix. 
Open instnrments or examination pack with instruments. 
Wash lour  hands, dry them with a clean to\vel or air-dry, and put on high- 
level disinfected gloves. 

Step 1: Inspection o f  External Genitalia: 
Purpose: to check for any inflammation, discharge. growth or lesions 

Ask the client to separate her legs and look at the external genital structures: 
Mons pubis p r e s e n c e  and distribution of hair; presence of lice or nits. 
Labia majorz and minora - presence, intact; color: presence of discharge, mass 
(growth), or discoloration. 
Bartholin glands opening - normally not visible; abnormal finding include, 
presence of redness or discharge. 
Perineum - smooth and unbroken. presence of mediolateral episiotom). scar; 
presence of fistula or abnormal mass. 

Gently separate the labia ma,ior and labia minora and look at the deeper external 
structures (tell the client you \\.ill be touching her before your touch her): 

Clitoris - presence. size: ahnvrmal masses. 
Hymen - presence or absence; if present, open, closed, presence of a mass. 
Para-urethral gland openings - normally invisible: if visible. look for redness, 
discharge, or masses. 
Urethral opening - color without discharge: ahnormal findings include 
redness. discharge, or masses. 
Vaginal opening - visible: abnormal findings include protrusion of the vaginal 
walls (rectocele, cys~ocele). 
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Step 2: Inspection of Internal SIructura: 
Purpose. to insvct \agina cn? xnl-. far infIamrn2:ton and or dtschargc. grr.\:n~ cr 
lesions. 

Inform the client of \r hat >cti are going to do next. 

Separate !he labia minora 322 gentl! injen 3 closed speculum ~b!icjue:). !-to !he \aginaI 
opening. direzt in i t  dcunrrards until you meel gentle wisat:cc. Gentl? ..pen :hc hiadex 
I x k  :$ern it: positton. and !<oh at: 

Cer\-is - snap<. colo:: if tile ec!o;ervix i s  smooth \\i lk d CF~~:OCCI dii-h~rge: 
abnormal finding inciude disc5nrge. ma5scs. irregulsi bcrdsrc ~r ,~dnd the 
cervical opening: blood ofcnknown origin. ulceratio~. The peznanr zen I\ i s  
usoall> sotier. ma! be some\\ha: Sluish ic!ano!ie~. and ma! sho\r s m e  
visible endoservicai epithcliurn ivhiih ;nruld not hr cuniused u l t h  
inflammation 
Cervical os - f~-r presence o f  PP.~ZKI prdtr~ding from the opening ;abnormal). 
i'aginal tnusos?. - intact. ci:lr:. ;\ithac! d e r :  presrnx cfdirc?.\r<e. bird ~f 
unkno\\n orig:n. rcdness. firntle. 3 r a  C? n'niie colorarirn. tti:en;ion.i 

Take rpecimens for Pap sAiear and or culturt. if indicated snd a\ailat.ls rg.\n2r;hea. 
shiam!dta an  rn0ur.i I 

\\'hen finished with this s:ep. loore- the urre\\> tn allou the ~ m d i n g  >The 
rpecu;um. Gentl! remnw rh: spe:ulum ohliqhcl?. rotating i t  to a lun;a!l> ~ p c v  
~ o r i t i c n  to i n s ~ c t  th: vaglndi mil-osa \r!:;:r uithdm\\ ing rhl' sprcu!i:m !:'~bnt%rnai 
discharge \\as present. put a fca draps ,>i K3H pxzssium h>dro\idel wldiinn on the 
accumulated discharge in !he lourr blade to determine :he prescnie c f a  !%h> (dnr 
consistent with Ractsriai vzgincsiz 

Place the specu111m in a container \\it!! de:ont3icinatior: d u t i o n  

Step 3: Palpation o f  External <;eoicalia 
Gently separate labia major and minora with the 5rst ma finzers ofone hand. gently 
insert the forefinye: o f  the emmining hand a! tbe opc ing cf the \agina about one 
inch. press the anterior vaginal uel l  an: dav: i~ iio\vad the vaginal cxnir.5. I.wh for 
presence cfdisharge (ahn,vnal,. 

Rotzte the examining hs:~d downnard and  lace :he Lxefiaper at h e  4 o';lxk 
position with thc thumb on the same area on tile vnlua Palpate the right Rsnho:ir: 
gland. Repat this maneuver at the R o 'c l~xk  position to palpate thc let? Banholin 
gland. Feel for cnlnrgern-nr c13ss. or painf~ui respovis h! ciient. 

Tell the client that !ou wil! inser; )our fingers deeper to feel her internal organs 

Step 4: Palpatiun o f  Internal Structures 
insert the first N o  fingers o f  the exsnining hand. until m i a ~ c e  is k i t .  Piace h e  
other hand oc the client's ahdomen just above the pubis. 
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Feel the cervix - consistenc!.. smoothness. condition of the cervical opening. 
and presence oipain when gently mcved. 
Gently palpate the anterior and pnsterior fornices to examine the ulerus. Feel 
for shape. size. smoothness of surface. consistenc!. (firm or soft). and position 
(antevenediretrovertedi111idposition). 
In thc pregnant woman. es~imate the size of the uterus. especially in the first 
12 weeks. 
Gently palpale the right and left fornicec to examine the oxaries and tubcs. 
Fecl for masses. tenderness. 

L'se the hand you placed on the c!ien:'b abdoinen to gently push the ii:terna1 srgans 
down tonard the fingers in the \a:ina to he!p iecl the organs completel! 

Assess the Pelvic ,Muscles 

Withdraw fingers fro111 the vagina halfwa) and ask the client to squeeze your 
fingers. Feel the strength of her pelvic muscles during this pan of the 
examination. 

w Rotate the vaginal hand palm-dow!~ and sepriate the fingers lightly. asking the 
client to coagh or bear down. Look for bulging of!he anterior arld'or posterior 
vaginal walls, or loss of urine. 

Withdraw the fingers completely from the vagina and look at the gloves ibr any blood 
or abnormal discharge that mn) have collected. Evaluate an? ahnor~iial discliarge. 

Step 5: Recto-Vaginal Palpation 
After palpation of the interna! ntparis. inspect tl;c anal opening. and palpatc the anal 
sphincter and the rectum. 

Inspect the anal opening: i: should be free of blood, without tissue protruding. 
.Abnormal findings include red. s\vo!len mass Oicmorrhoids) or brownish mass 
(prolapse of the rccrun:). 

inform the client of what you are going to do next. Ask her to bear down uhile you 
gently insert your index finger into the anal opening. Note the tone of the sphincter 
(tight). Confirm a retroverted tlterils that was fclt during tht vaginal examination by 
feeling it through the anterior wali of the rzctoni. Feel all surfaces of the rectal wall 
for masses. 

Gently withdraw your finger and discard the glove. 

Wipe the client's genitalia and assist her to a sining position. Share yola findings with 
her. 

Document your fittdings imrnediatelq in the client record. 
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Attachment I 
Fundal Height Measurement' 

Sleasuriog the Bnh?'s Growtb 

The uterus mobes up in the mother's abd~men as the baby gnws. T k ~  UIZNS grou~s 
about t\vo fingerhreadths in a month. 3i I 2  weeks. the iop o f  the stem- i. uhuall? just 
above h e  puhic bone. When the hab? is about 20 weeks old. rhr tzp oirhe urcms i, 
usuall! 31 the mcther's unbilicuj. I'se a centime!er wpe to mesure the Jiwncc h r n  
the top o f  the pubis s?mph\sis o\er the curve o f  the aMon:n to the tc? ef t;lc uterine 
fundus. Fundal h e i ~ h t  in centimeters correlates well with weeks o f  gr.sc~!icn cntil rhz 
34' \\eel, oiprcgn~nc!. 

The figuw illustrates funda! hcight at different stages of pregnant): 

' Bcc*. D .  M n g t o n .  S McDemm, J an6 Bemcy K Maffhy CCo(nv HeaVly &I- Zwe A Re- 
lor Caregivers Awncan  Colege c'li~-se-h!~jwrves V:t"eCa.e 'JS: !K . ,535 
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Attachment 6 
Indications for ultrasound2 

Ultrasound is an excellent means of assessing fetal well being; however, it can be 
inappropriately used, leading to excessive reliance on technology and increasing health care 
costs. Consequently, i t  is crucial to h o w  the indications for ultrasound. its true value and 
limitations. 

Estimated gestational age for clients with uncertain dates of LMP. 
Evaluation of fetal growth. 
Vaginal bleeding of undetermined etiology in pregnancy. 
Determination of fetal presentation. 
Suspected multiple gestation. 
A support to amniocentesis. 
Significant uterine size and clinical dates discrepancy. 
Pelvic mass. 
Suspected Hydatidifom mole. 
Suspecred ectopic pregnancy. 
A support to special procedures; e.g.. fetoscopy, chorionic villus sampling, cervical 
cerclage placement. 
Suspected fetal death. 

w Suspected uterine abnormality. 
Localization of l(JD. 
Surveillance of ovarian follicle development. 
Biophysical evaluation for fetal well being. 
Observation of intrapartum events; e.g., extraction of second twin. 
Manual removal of placenta. 
Suspected polyhydramnios or oligohydramnios. 
Suspected abruptio placenta. 
A support to external cephalic version. 
Estimation of fetal weight. 
Abnormal serum alpha-fetoprotein value. 
Follow-up observation of identified fetal anomaly. 
Follow-up evaluation of placenta location for identified placenta previa. 
History of previous congenital anomaly. 
Serial evaluation of fetal growth in multiple gestation. 
Evaluation of fetal condition in late registrants for antenatal care. 

Vamey, Helen, CNM. MSN, FACNM (1997). Vamey's Mtdwlfery Jones and Bartlett Publchen. Boston 307, 
Tables 19-16 
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Attachment 7 
Hh ~ n c o m ~ a t i h i l i t ~ ~  

- --- - - - - - . - 
Rh Negative. Coomh's Negative Rh Swative. Cmmbs' Positive (prouncc 

- ~ - - .. - . - 
of Rh attitibodit-) 
. - - 

IiC'ol,mh>' 1e.1 i\ ncg;iti\c 21 2s \ \ eck~ .  .,l!,,r 
Kho(iAXi i n i c ~ ~ i ~ v ~ .  it ,IC.I~.I~- !IIC r iA , 1. 

de\eIoping antihhl) lilcr. ~ l i ~ r i ~ ~ g  IIIC 

;:nlcna~al period in t!lc e\i.nt ,\in..~t~r;~.~i-I;.~.:l 
l r d n ~ ~ i ~ s i c ~ n  l l~a t  can cwi t~r  ~ l ~ ~ r i ~ i ;  pI.~:<r:l.l 
prc\ ia o r  a!>r~tp~i<> pl;~ccnl.~. JIILI c111ri:1< [!I<. 
in tnpaml period. 
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Attachment 8 
Gestational Diabetes klellitus (GDM) screening4 

GDM Screening 

All pregnant women for nhom there are no inilia! risk factors for diabetes mellitc~s should be 
screened at 28 weeks gestation. If the screening test is nor~na!. no fc;rtl>er testing is needed. 

A woman who shows any of the follo\ving should be screened three times during the course 
of her pregnancy in the first trimester or at the first visit. at 28 ueeks, and at 34 to 36 weeks: 

Family history of diabetes mellitos (parents.. siblings. grandparents). 
History of previrus unexplained stillbirth. 
Poor obstetrical history (spontaneous abcnions, congenital anomalirs). 
Previous deliver) of newborn weigliing nine pounds (4 kg) or more. 
Non-pregnant weight greater than 180 pounds. depending on bod? bui!d arid height. 
Recurrent monilial infection (if this is the o l i l ~  factor. screen onlj  at 28 weeks) 
Recurrent glucose in the urine in a cleail-catch specilnen, not esplained b) dietary 
intake. 
S i p s  and symptoms of diabe;es (excessive urine output, excessive thirst, excessive 
eating. weight loss, and poor healing). 
Pre-eclampsia or chronic hyperlension. 
Polyhydramnios. 
Age 25 or older. 
Gestational diabetes in previous pregnancy. 

4 Varney's Midw~fery 353 
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Attachment 9 
Preparing the Pregnant Woman for Labor and Delivep 

Introduction 

This section introduces a number of issues that will help minimize your pain and fear during 
labor and d e l i v e ~ .  In addition. it summarizes what happens and tvlta~ is expected to happen 
during each phase of labor and delivery, and what is expected from the uornan during cach 
phase. 

Obiectives 
To reduce the woman's fears. which may be due to lack of knnnledge of \\hat happens 
during labor and dciiven . 
To provide the mother and her baby the best of health and safety. 

Delivery Free from Fear and Pain 
Deli\er) should be free from a q  sip~ficant pain. This section describes hou lo promole an 
easier labor and deliten for leu and !our bab! 

Whor IS the mlationrl,ip between fern andwtn.' 
Fear leads to tension. and tension leads to cramps. which in turn cause pain. uh ik  pain 
increases fear. 

It is essential to eliminate fear in order to reduce pain. and considering that fear is usually 
born of the unknown. it is fundamental to introduce you to the charactcrinics of labor and 
the delivery process. This will help you overcome many of lour fears. This pamphlet 
presents you with some information on d e l i v q  that is free from fear and with ainimal 
pain. 

How ccm the win oflobor and deliver, be reducrd! 
Learn the art of relaxation. 

Relaxing the muscles ofthe bod? is of vim1 importance while having wntrdctions during 
labor. The contractions lead to dilatior. of the cervix. thus allouing fhe feuls pass 
through. When the mother relaxes between periods of contractions. she is helping h n  
body by preventing exhaustion. Therefore. it is advisable to practice relaxation techniques 
daily during your pregnant) up to the time of delivery. Relaxaion h b ?  baomcs a 
habit that can be easily applied during labor and delivery. 

Reloxmion Technique 
o During relaxation. close ?our e j n  and breathe slowly. Clear your mind of thoughts 

that may hinder relaxation b? counting breaths or b) counting to 100 (or an& 
mahod. 

o F'radice relaxation on a daily basis x, that you can relax quickl) at the onsel of labor 
and delivcv. when you need it mon. 



o Regular breathing during labor and delivery helps both relaxation and the movement 
of the abdominal nluscles; hence enabling you to benefit from the relasatio~i 
exercises. 

o During labor and delivery, inhale deepib during each contraction. This raises the 
abdominal muscles. thereby facilitating uterine dilation during contractions. Begin 
exhalation (i.e._ releasing air from the lungs. and thus abdominal muscles) ar the end 
of each contraction. 

Methods and medicatbnj used to reduce the pain of deliver\ 
In the beginning of labor. contractions occur at long intervals: which become gradually 
shorter until the interval between each contraction is less than two minutes. Sometimes. 
labor (uterine contractions during delivery) causes such pain and discomfcrt that it 
necessitates assistance for the alleviation of this discomfort. 

There are many medications that help reduce the pain of labor and delivery wit!iour 
harming the mother or the fetus, and which do not affect the progress or course of labor 
and delivery. There is no need to norry-the doctor will provide the appropriate 
medication. if needed. to alleviate pain without affecting the mother or the bah). 

The less fear there is. the easier and less painfl~l the delivery will be. Ask your doctor or 
nurse any questions that you haye, as they will he with you during deliver).: they have the 
knowledge and experience to help you overcome all your fears. 

Hoit. I$ 111 I.I,I. I ,  11 ~ ~ o ~ ~ c / ~ ~ i i / r z n  ~ I O O I , / E I I L I  tlt3t8 I~ I .~XIIUIIL 1 

As \our bcll! hccolneh ~ i . ~ ! i c e ~ ~ l \  hiauer. ilr hecint~!ns 3h.w the liflli in;~nth. use a i ~ t f i ~ l  . -- - - 
and pleasant way that is appropriate to your child's age to explain wh) ?our belly is getting 
bigger. that a happy event awaits the family and that the new baby will not replace anyone in 
it but will be just like other famil) members. 

What 10 Brina to the H o . ~ ~ r l u l  
A pregnant woman should prepare a suitcase for herself and her new baby's requirements at 
the beginning of the ninth month of pregnancy. It is appropriate to inform the husband where 
the suitcase is kept. It is recommended to includs the following in the suitcase: 

Mother's requirements: 
o A non-maternity. loose. comfortable gown suitable to wear when leaving the 

hospital. 
o Two or three suitable and comfortable night_eowns. 
o Bathrobe and slippers (without heels). 
o Toothbrush and toothpaste. 
o Deodorant, perfume or eau de cologne. 
o Comb andlor hairbrush. 
o Two or three towels. 
o Tissue paper. 
o Hand mirror and daily cosmetics. 
o Under wear, such as two bras in the size used during pregnancy. 
o Soap. 
o Shampoo. 
o An appropriate loofah [washcloth]. 
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Baby's requirements: 
o An appropriate number o f  diapers. 
o Sleeping garments. 
o Wrap ( l iofa l i?ehka square light conon cloth used to \\a? the infant: the cloth 

is folded into an inverred uisngle. the in%nt i s  \ r ~ a p ~ = J  in 3n en\c!npc-shaped 
bundle u i th  arms stretched alongside the bod? \\ih the \r rap fixed in place \r ith a 
safety pin. This practice i s  believed to make c3ming the infant easier and melding 
a better posture with a ctraight bzck. Otien times the practice is carried !o 
estremes. 

o Bonnet or stocking cap 
o Blanket. 

How do W N  knoll- 1.orr'i.r storteti labud 
Deliver?. may take place one or trao da!s or even \rcrks beicrc or after :he dxte deteminnl 
by th doctor as determined by the date o f  ?our last menses. 

Knowing what labor means wil l  help you know what \\ill happen, this in turn hslps )ou feel 
comfonable and assured during the last da)-s or necks o f  your prepanc!. 

What happens in this phase? 
The fetus begins changing its position in prepararion to come inlo thc mcrld. The u r i n q  
tract i s  lowered down and fcnvard. This is the time \\hen a-e hear the use o i lhe  
traditional phrase '7he bab! i s  down." During this period. the same clothe wil[ fit you but 
in  a kind o f  awkward \\a). You ma) notice an increased vaginal dik-harpe too: this means 
that the fetus has taken the position required to corne into the \vorld. its h a d  pushing 
down on the uterus. This may cause you some disconfon or some mild p i n .  If this is 
your first prepanc). you ma! think this pain is the pain o f  del ivm. ITyou ca!l oc 'k 
doctor or the health center. the doctor or n u r x  car: examine !ou and inform you about 
your pro-mess. These fa l x  unpleasant pains ma! snntinue for a da) or m.v-c 

Real labor and delivery pains may begin oil the same night or H ithin one to two u d s .  
N o  one can absolutely determine the time o f  deliver!. A few things can help decide the 
time o f  delivery. however. such as: 
1. 7'he regularin of confrocrio~u 

Connactions may occur every 15 or 20 minutes and last for 45 d s  !o a hll 
minute. Within one or tuo hours. the intervals benveen contractions become shorter. 
These contractions can he easily identified. T h e  begin in the hack and hccome 
monger and extend to\vards Be abdomen. The pain i s  caused b? the t q i n a l  muscles 
contracting in preparation for pushing the fetus out. 

2. Bloocfv disclrarge or blood r1ot.c 
During pregnancy. clots play the role o f  a 'plug- that closes h e  cervix. W h e n  labor 
contractions begin, these plugs fall through the vagina thus they can be Kcn. This 
phenomenon m3) take place before or after thc beginnine o f  labor. 

3. L.e&ng of o ware? vuginolfluid 
The amniotic fluid pmtects the fetus. The amniotic sac usually ruptures during the lad 
phase o f  deliver?. but i t  ma? rupture before that phase. In this case. you should visit 
your doctor or the hospital because labor pains ni!l hegin immediatel? afienvards. 
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In addition to these signs, there are other signs that the doctor waits to see. Despite the 
breaking of the bag of waters, labor contractions may be delayed until the vagina is 
dilated enough for your baby to pass through. Sometimes, your waters "break," but 
delivery does not take place until one da? or poss~bly one week has elapsed, 
depending on how ready the vagina is. 

When these signs appear, you should totally abstain from eating solid or dry foods: 
drinking only juice and eating only fluid foods as a precaution for a possible use of 
anesthesia during delivery, which can cause nausea on a f ~ ~ l l  stomach. 

Also remember to prepare yourself for delivery with regards to shaving or cleaning 
the hair around your genital area, and taking a hot bath within an appropriate time of 
the signs of labor appearing. 

Phases of Labor 
From a medical perspective, labor is divided into three phases. When labor starts, try to 
remain calm. and occupy yourselfwith something you enjoy, sucli as reading a book or a 
magazine or watching television. Try to ignore the contractions as much as you can. 

First Phase 
At the onset of labor, the head of the fetus turns downwards, and presses against the 
vagina, which begins to dilate to allow the fetus out. Then the bag of waters breaks 
and the contractions become closer while the vagina continues to dilate to the 
ma~imum (10 cm). Muscles contract to push the fetus out. 
Don't try to exert pressure or bear down at this time, for this will only increase your 
fatigue; rather try to relax as much as you can even during contractions. 
Should your doctor find you in severe discomfort, the doctor shall give you 
medications to comfort you. 
The expansion and dilation ofthe cervix during labor is estimated by centimeters or 
finger widths. It is measured by the number of fingers that can be inserted through the 
cervical opening. When the cervix is fully dilated, its diameter reaches approximately 
10 cm or five f nger-widths. 
The first phase of labor (cervical dilatation) typically takes about 8-12 hours in a first 
delivery (primipara), and less than that in subsequent deliveries. The speed of cervical 
dilatation depends on the strength and regularity of contractions. 
Should the bag of waters fail to rupture in the beginning ofthis first phase, it may 
break when the cervix is fully dilated. 
A rectal enema is sometimes administered to the mother in order to clean the rectum; 
this is not accompanied by discomfort. 
The head ofthe fetus continues moving downwards with the increased dilatation of 
the cervix during the first phase of labor. 
During this phase, the doctor will measure the baby's heartbeats from time to time, 
and will estimate the rate of cervical dilatation by rectal or vaginal examination. 

Second Phase 
The baby is delivered in this phase. This phase begins with the completion of cervical 
dilatation (the end of the first phase). and is concluded with the baby coming to the 
outside world. 
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When this phase begins. yoti will be taken to the delivcq room on a bed or 3 mcbilr 
stretcher. 
The deli\er! room i, some\vhat sitnilar to an operatior, tnarer. I t  is clean and conuini 
shiny sterile equipmert. u i th  a lamp hanging fmm the ceiling. \-cu \\ill k mo\ed riDm 
the bed or stretcher :a the deli\er> tebie. nhich i s  a special t\)u ot-surgical table. w p p i i d  
with straps and supponers. The suitahie p~sit ion lor J c l i \ ~  is \!in on )c+ci b x h  u i th  
your leg< suppcm h! s:irrops and spread a p m  This is the position that ?cu o i:: k lelped 
to take. 
The second phase o f  deliven usually lasts for about m e  half to one hour. during \\ hicn 
time the hab? pradua:l? moves do\\-n\\ard f n m  the uterus lo the \a_pina lo the outside. 
The duration o f  this phase depends on uterine contractions and on ho\v mush :ou heip 
yourself b: follos irtg the instructions oirhe doctor or midwife. During this phasc. )ou 
wi l l  feel the urge tc. bear do\\ri. and if you utilize k i n g  doan (accordln I,, !hc 
contraoions oiabdomina! \\all muscles and kar ing doun \r ith them). :ou heip 
>ourself and !our hah! shone? :he p r i d  oidel ivep. Sleanwhile. !our ni.lrciz. sct 
involuntarii? rc, facilitate deli\ep. 
At the end oftnis phase. the doctor tna) r s o n  to performing a pcrineal incisicn. This is a 
simple procedure that heips the head of the ! e ~ s  ottt during deliken. protecting i t  from 
the increased pressure o f  tissues amund the vaginal opening. Thc doctor performs a 
lateral or n~edial incision in the perineum (the outer \aginal opening) aficr inkcling an 
anesthetic into r!lc perineum. The incision is no: \en painful md heah c:ti:kl). The 
doctor sutures the in~is ion while the anesrhcli; is still etlecti\e. and u m  .I silk material 
that goes aria? on i ts  o\\n to suture the incision. 
The fenis i s  p~tslie,i 3 lit!le oun\ards with each contncticm. u i th  thc h n d  a p v a i n g  fin: 
in  m o s  deliveries fo l lcwd h! the neck and shoulders. The doctor holdi the b3b?'s head 
and gently pulls it out. 
When the bab? i c  dclivsred. the doctor holds i t  and a nurse remmcs the amnietic fluids 
from its mouth and nose. The doctor helps the hab? take its first n a t ~ n l  brcarh. The hab? 
may be put on your breast to help fomi a b n d  kh \een  the nro o f  you. then the bab! is 
wrapped u i th  a co\ei :o kcep i t  \\arm. and the doctor puts a feu drops in its eyes to 
protect them from ccn!aminarion. 

The Third Phase 
I n  this phase. the placenta separates and leaves the uterus. The placenta is a mass in the shape 
o f  a circular disc attached tr' the uterine ua l l  and connected to the bab! via the c~mbilical 
cord. which is iu! once tlie bah! 1s deli\ercd. During pregnant?. the placenta supplies !he 
baby with f w d  and os!gen. Tile delivcn nfthe ~iacenw usually rakes onl? a feu minutes 
and the doctor ail1 help !au bring it out b) gibing you a speiiai in~ection to siimula:e h e  
uterine muscles and cause then> to contract. thereh! reducing bleeding ~ h i c h  acccmpanies 
the placenta's deliver\. This phase is considered eas! and iree from pain. 

After deliven. >ou ail1 he moved to the recove? or convalesstnce mom. where o u  
will remain under ohsewation until ?our condition is stable. follo\\ing which )ou wi l l  
k moved to l ou r  room. 

Note: A small percentage o f  deliveries are done in aa?s orher than that indicated b) this 
pamphlet. This is due to thc foliou.ing reasons: 



c llsing artificial induction of labor to help the mother deliver when the term o i  
p:egnancy is comple~ed without natural labor beginning. because the bab) could 
be at risk if it remains in the uterus for a longer period. 

c Deliver? by cesarean section: 
This is a surgicai operation ..\,hereby an incision is made into thc ahdomen and the 
bab!. is removed. It is an eas) operatio11 and does not pose many risks. Doctors 
reson to this operation i;l such casts. the mother has been in labor a long time and 
i s  roo fa~igued or exhausted to cotitir:irc with normal deliver). or \vhcn the pclviz 
is narrna or ccnt;xted oi when the size ot'the p e l ~ i s  is disproportionate \\it11 the 
head of:he fetus, or in sotne cases of hcinorrliage during deliver?. or the prcscncc 
of tumors in the pelvis ol ovaries. or in the case of diseases accompan) itig 
pregnancy such R S  tox~mia  of pregnancy or diabetes. or abnormal fetal pocitions 
such as the transverse position, or the emergence of the umbilical cord preceding 
the head i ~ f t h e  fetus during deli\,ery. 

Ajier  deliver^: If'l~at Now? 
Once the d r ~ a n ~  becoinei a reality. hold your baby in your 3rms and enjoy the ;irrival of your 
new child. A1 this point )ou will forget the troubles of pregnancy. labor and delivery; you 
\\.ill forget your fear of complications and of rhe unknown. It is essential that yoit focus on 
self-care during the postpartum period by foIlo!ving the instruclion, o l t h r  doctor. nurse and 
midwife. and that !I>U return to visit the health center during the t is t  week from delivery atid 
in the subssquent peiiods according to the previous instructions of the doctor. Retnetnber that 
breastfeeding is best for your bab!. and remember to follo\\r up your babb's gro\\.th. 
de\,elopme~it and care, and to !nain!ain the haby's protection from infectious diseases by 
complving uith the national immuniz,?tion schi.dule. Should you need further infurination. do 
not hesitate to visi: !our tiocror or llie health cenlcr to obtain i t .  

Congratulations, and our best wishcs for a normal and safe pregnancy and delivery of a 
beautiful, happy baby! 
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Attachment 10 
Drug Classification Table 

, Antibacterial Pmici!lin 
i.\r-n*,>!c!i 
L cr.-.:~*spx;!;> 
7 CJ.,C\ <!,PC. 
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- - - -- - - - - - .- - 
! Anticon~ulsantr 6i , i?hr?:~~;r ,  

Antidepressant ~'~rL-ar!~a~.crc> 
! I l r i~;e!h~2inc 

U~azipz:~: 
! Pnenilbaritai 

l)eilyr3minc 
HI nnar;:inc~\id~\e innl':,. 

I Chiorproc~arinc 
, Ti,i. ' ', -.' r,iiLn..lnc 
I Clo.mpi)ie 

~~ ( Mild analgesics i ?aace:imid <or 
4 .' , L ~ : 3 m ~ t ! ~ ~ ~ l l e 5  

Abpirln 
! ibdproie!, 1 , ~  inik~.:!c!i~aciii 

I 
, Others 
I ' 

- ....-A :--A 
' And.o$en, I ~ I 1 X i  

1)anazoi ! 

I iPli-ihyis!i:bcswrd (DES)  ! ~ 

i.ii!!i,,r!~ &. ~ 

; >lethilrrexare I 
+_I C 

X i 
! Ksd..rl.n3c:ive Iodine - ---A *-- : +Li ~gciosps i  i!le I_._ . . x !-_i 
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Tnbk 2. Drug Classification Scale (to be used with Anachmmt I I ) :  

- 

Proven Sate dunnl y r e p a ~ c )  
t - -  - 

B Fecal r1sL.r not demonmated in an~rnal but there arc no 
human studies~ 

C Uo adequate studies. fetal r i s k  unknoun. 
D 

. .  - 
Some evidence of fetal r~sks. %a? k neicssq to w e  
dunng prqnanc; 

JMenustik
Best available
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POSTNATAL CARE 

LEARh'LNG OBJECm'ES 
Define postnatal period 
Understand the importance of posmatal care. 
Identify the obstetric complications that might occur during the purperium. and 
manage them appmpriatel) 
Review necessary education of thc mother and family regarding ne\\tnrn care 
and immunizations. breastfeeding. danger signs. nuwition. and other issues 
Review how to appropriavly counsel the mother and her husband on birth 
spacing and contraceptives 

TEACHISG STRATEGIES 
Use lectures to present materials 
Small group discuss~on about the mle of postnatal care 
L;se role play to practice patient education and birth control counseling 

MATERIALS AND EQLZPMEhT XEEDED: 
White board or flip chart and markers for summarizing major poina 

LEARNnG POlhTS 
Imponance ofscheduled postnatal care. 
= Identification of significant complications at an early. treamhle phase 
= Patient education regarding breastfeeding. postpartum care. danger signr 

family planning 
Assessment of bonding I\ ith infant 
Evaluation of psychological state and screening for depression 

Schedule for routine post-panum care follc\\ing uncomplicated deli\- 
= Fim 24 hours 

At 1 week after delivery 
= At 6 weeks after delivery 

Initid Clinical evaluation ofptien*i ( l i d 2 4  bwn atier deliver?. - aaa@ 
in bospit~l) - Fi 4 houn: Check for bleeding per vagina. uterine tone. blood p c s u x  and 

pulse 
4 - 24 houn: Check for: involution of the uterus. bleeding per vagina * i d  
s i p s  episiotomy care (when present) 
Give RhoGam if patient Rh negative and Coombs tm negarive 
Evaluate psychological status of rnolhcr. especiall) regarding: 
- Acceptance and bonding with infant 
- Rcsencc of depression 
- .4cceptancc of brewfeeding 

Upon discharge from rhe hospital. pt should be counseled to observe for 
following complications: 



Postpanutn fever 
Fever and rapid pulse could be caused by: 
1. Chest infection (pneumonia. bronchitis) 
7. Wound infec~ion. in case of caesarian section. 
3. Pelvic inflammatoy disease 
4. Deep vein thrombosis. 
5. Mastitis or breast abscess 

Deep vein thrombosis 
Secondary Postpartun1 hemorrhage 

= C'rinary complications. as urine retention? urinary tract infection. fistula 
Psychological problems ar postpartum depression and 3'* da? blocs. 

1 week postpartum visit 
Histor?: Ask about: 
- Dicr and nutrition 
- Presence of fever or chills 
- Abnormal bleeding 
- Breast feeding success and practicer 
- 4bnor1ual vaginal discharge 
- Depression or mood changes 
- Prchlems with urinary function or stod.; 
- Episiotomy or perineal discomfort 
- Calf pain or swelling 
Examination: Examine the folloiving: 
- Vital signs, esprci311!. blood pressure 
- Abdomen for muscle tone and uterine involution 
- Breasts for lactation, plugged ducts, nipple irritation, masses 
- Extremities for varicose veins. edema, phlebirib 
- Examination of perineum for episiotom) bcaling (if appropriate) 
If patient received a C-section. check in addition ro ail of above: 
- Abdominal wound for infection. discharge. degree of healing 
- Pain control -should be rnini~nai need for pain medication at this point 
- Patient activity level -should be ambulator! but still avoiding sctivities 

that strain abdominal muscles 
Laboratory investigations 
- %lay check Hgb., especially if patient anemic during delivery, or blood 

loss significant 
- Pap smear may be taken 
- If vaginal discharge. considcr vaginal sinear lbr diagnosis 

* Patient education and counseling: 
- Resumption of sexual intercourse - (may begin when involution complete 

and episiotomy or tears \cell healed -usually about 6 weeks post-partum) 
- Breast feeding - (all patients should be strongly encouraged to breast feed 

fully for at least the first 6 months - ask about and discuss any questions 
or problems the patient may have with breast-feeding - see Attachment 1)  

- Physical activity (all activity allowed, bui adequate rest important 
especially for the breast-feeding mother) 

- Diet (should he taking a balanced 2200 kca1;day for lactation) 
- Medication - continue iron andlor vi~nrnin supplementation if previously 

prescribed 
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- If patient breasfeeding. re\ ie\\ c'3uril-ni repardins rned;:-I:,,:: c a  Si. 
+\nachment 10 in the .Anrcna!ll Cart si:tirn 

- Famil! planning- this is dn idea; :imc rc enccurasc pn;cr:: :;mm,:i.i:nr 
to binh spacing. lie!p p>rii.n: :ikx>ii an 3ppr~y1ri.1:~ :ii~ij:i< \5: 

;znachment 2 for pidance 

6 week post-parturn \isit 
Histon - -\,I, sha~:!: 
- Diet 332 ni~rriricn 
- Psyc!iologisai and emotionai sratrr5 - ci.i-~strner.! ! n,~:I!c::!i< 

depression. swppon o f  limi!> 
- Breastfeedin$ success and <ani?i:io~: aihre3srZ jbcxner,. irairt!?;. 

bleeding r f  nipples. complete eopr: in<. 1c:ai;red x3rzpcii c r  ;i.ize\ri 
- Vaginal discharge (should haxe 'ni! c:m: !>;hi- ncl-i-!i..<! 3 ~ 2  c?,- 

pur;l!mt, 
- Fe\er. abdominal pain 
- I:rinar) r: k i s e !  pmhlemj. con~t~paiit ln 
- Resumplion o f  menses and cesuai a;ti\ it: 
Ph>sical Exarnication: Eharnicc th: icllo\\ins: 
- Vital sign>. ezpeiiall! bl,x,.! yrecslrc 

. . - Abdomen i ~ \ r  musile ten; and :ltcrlr,e ~c\~:;ut:o~ 1.!:;1;1.: k ;::ii.,:: 
complete) 

- Breast, for lactatioc. plugged c'ucis. 1:iypie irriclri-I;. nla,wr . . .  - Exrrcmirics for \acic~\i. \cia>. ~ ~ ? T I ; L  ;b,l<?!i:i 
- Pelvic Esaminatior: -check for. 

. . 
t? Vulva wd perineum f?; :L-n:?!ete iiez!in; :-I'::~t.r~r;;~ri. <p.i;,::i'm?. . . 

or evidence ofin!l.i~n?a;i~~n such .:i :-nd.d;1 
o Vagina for dtsihar,oe. in5amniaricn 
o Speculum zumination la e\.mice \acin l  2nd < m i \  t;-- i.i;i.niicwi 

or inflammaticn 
o Bimanual examination to ccnfirm invoiutioit o f  utcc~$. a\ iri:n:e a( 

infection ! p i n  on metic\:! ofcen i\. utsrine or adene\il rci!dcnn>). 
masses or tumors 

o Check muscle tone o f  I ecir.3 and reaux: s k  ?xi<-! A,o:  %\be! ~ n d  
bladder coctml 

If parien! had a C-Section: 
- Abdominal \\iricnd lor inixtiorr. d!s;harge. dc':cc i t:~-in, S>z:i!J k 

\!ell healed at t h i s  point 
- Pain -should have onl? cwczsional :u iitpes sf p ~ i n  n i lh ekcnicn 2. this 

point 
- Patiefir zctivir! 1ev~1 -should be ani5ularo~ 2nd rca? h. 2rFlz :a restme 

mon a;tiririe\ e\icp! the niost stxnuocr 
Laboraton 
- Hgb. Anri'or PC\' to check for p>ssli.le anernid 
- Urinalysis fur pos3ible i n k t i e n  

= Patient education and counseling 
- Rer iew hreasfeeding and a A  abu t  pssibl: prahlrms or concerns \cith 

breastfeeding (ssr: .Attachnicnl I )  
- Revie\\ binh control and innrinuc tc counwl pt ient as appropriate. 
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- If patient using LAM, review criteria for successful LAM. and counsel 
patient on need for another method at 6 months or if any of LAM criteria 
not met. See Attachment 2 

CRITICAL ELEMENTS FOR REFERRAL 
Deep vein thrombosis 
Bleeding per vagina 
Fistula (urinary incontinence) 
Psychological problems 
Respiratory infection. 
Wound infection, in case ofcesearian Section. 
Pelvic inflammatory disease 
Mastitis or breast abscess 

CASE STUDY 
Mrs. Khadija Amad. 35 years old, Delivered 6 days ago vaginally. and was 
discharged home on the znd day after delivery. Attended the clinic with history of 
swelling of her right leg. On examination. she was a febrile. pulse 85 per minute, 
blood pressure 1 10:70 mmHg. 
Her chest and abdominal examinations revealed no ahnonrialit:. I-ler right leg was 
swollen and reddish and tender. 

Topics for discussion regarding this case study 
1. What are the medical problems identified in this patient 
2. What important additional medical elements oftlie history should be asked 
3.  What important additional medical elenlents of the physical examination should 

be done 
4. What is an appropriate plan of management for this patient at this point. 
5. What counselingpoint would he most appropriate for this patient at this point? 

CRITICAL ELEMENT OF CONIPETENCE FOR EVALUATION 
Proper and complete postnatal evaluation of patient using above elements 
Appropriate patient education regarding brcast feeding, contraception, smoking. 
sexual activity, contraception 
Knowledge of need of referral for colnplications 
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-- . - . -.. . - ~  - 
Siguc. Prevention . . Coilnsc!ing & %lanagement ; 

l2~&pt~m-.:~ilnaii~un4. -:- _ - .  - -- . ~ ~~ , 
rngorgemsn!: 3ieasrfeediag frcque~i!!? &I! .i.pa:\ nra! t,et;~rt. s ; x !  c- 

';i!-y!!es , 31;:. arsoi: ; and nic!~!. $!cd!;tl>eui~~. 
fliii znr: ;iot b: ,U.L 4 . .  ..,, : !..n .- .la! b::\&??? ::;t:;;:k, . . ~ k  v .... ,... -,,. ..:,, ,.:<..ST: k f o r c  
novihle lt, f!?::c;i ail.! :in<ers to he!]: i;!fai!t sxacl- hrss:.?.?.:~!;~~. 
51: :"fan< io zt~:?.<k ~'31::~:') 'i,,? b~c-ast. (3.:-:.: ?:?:i: . . I ; >  ;\;;r.-:. s!nal! 

I for "=-A: I..... 3r. . r .!,void ti$i: ~? .~$< i?~es ,  8 % ~  >!:;I,- .-f h?<s3:~i!K :? sojien 
r ! ; .  . >:c-piny c ! ~  s:,o:llacii, .!rec> .i >:I Ii.3~ ~i <?.n !x 

• R . i d  i . j ; ~ ~  a ,arb.,.? ,,fpui,;ii,:!; ;I:: C:!!::!;?..; (0: i~iF.i?i :<: 't::acl: 
:17jn b~ ??~:;., fisliirig the h b y  t:-, chan,.;~ CG:??:!,> 

p in! ;  ~':'!".CS;L"< o!: br~'-.slj. k':.! .r , 7  -: , I%., ,,,, 1, . l , , d  . ,* ?iflg?l:; 31 1i1c 
. . 

, . :i.r.cr?:: o;:hc a:.eoi:: an2 
i breazr: faiii,~r areala 10 
i 

st:cc:!r?~v i,ii!lnl to rake :lle 
i 

I e!33-r- liar!:: m d  a z a i a  into tlte 
,) .,-,,, ,. , ,...,,. 
?\ c:i. 2 :!i'piiF.ivr bra. 
'I .:kc i. a: ii: s!?o\vcrj md 
rf~ar,,.:!!!:. c\,-:.es !lii!h befxe or 
a<::: ~ : : . , ! < t f ~ ~ . ~ ~ " ~ .  

Cnld i w i - i % e ~ s ~ "  a~ic! p i n -  I 

-a, ~ : : . \ c ! ?  -. i-r:. ::e!p i fwe ! i i ng  
hl..: ..\ i.,;.,: ....... u r  chesl a:ld under , , 

' i.n?l.. 

. . _ - _ . . - - - -. - . .. . . 
Obsrrr;ct?c' 1!ucl; \1;~.!itii. ' . . Breast ?&in. ' Cenei311! i:ct 

I 
. 

feriing v.eii. 
Red!;ess iri o x  
area of  the hrezs!. ' * 

I swo!ien, ho! to • 

toact. !:aid \ri!h s . . 
! red s!rcak. 
! F:ver iai!imes:. , 

tlu-likr s!mptoms. 

~ . . .-. ~~ ~ - .- . 
: :  f re,+ + . G . - '  ...,. h . . . .  .,. c . i r i :  I: ..‘ ... -.. Fo~!am;bioiic 1 
aIx1 ~1:gllt. ,,,. . ... ! . I i;.;; t t ; iyi~. 

I 
Hoid nippic tlai beiwrei; !hit:-lt .!q:p: !:L\.! !~?orr !iw star1 of ~ 
?nd ringers :a I:dp infa?! ma:!? br:as!f~c'cl!~~g. 
cr>r;ecti) ;o !he breast. . !~l;:~%ai:r !!is !>rca\;s hsforr i 

h.i.:ist~L.,:~inc. A \c id  tight hr'ls. - 
Avoid sleeping ci; uon~ac!;. * Ctmlirite Ceding on Lw;h i 
Cse a i z i s f !  o f  positions for kr?:i~l. :,ta:(i~lg O,I the 
boldins the bab! lo change ~:!:aff?,.!::,! <id?. 
?oi?ts nipressure GI: hrens!s. * f !i:.ifci.l i.e,iur~itly. . \ ..,... -. . ,.a<.csr~iai fluid inlake. 

. . i 
4ypIy i.' ... :ov!>rcss or warm 
p ~ t k  :v ? ~ r e i c l ~  afrc;. feeds. I 

I Erse,;riige !!i:itemal bed rest. , . \Yea!- 21 silppor!ive b!-a. 
-~ ~ ~ . 

i 
~ ~.~--~~--p----d 
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Attachment 2 
Postnatal Contraception 

Pormatal infenility usually lasts fcr approximarel! six weeks for chc \vonian nhc 
does not breastfeed exclusively. Sometimes the infant's on-demand pancrn o f  
feeding ma? not suppon prevention o f  ovulation. For these reasons and to provide 
maternal recuperation before another pregnancy occurs. contraception should be 
offered during the postnatal penod. 

Table 2. Contraceptive %letbod Options 

-. 
Breastfding%mea" . . ? h'em%rruW@g W o w  

-I i -> - .*<:. . 

i Immediate (Fint Choice): Immcdia~e: I 

L A M  . 
Condom . 

' ILD . 
\'olunrar) Surgical Contnccpl~o~l . . . . 

Posnaul sreriiirt::on i m ? s  or  emal ale^ 
\;orplant inwnion 
IUD 
Depo-Proven injeclioc I 
hgs'jn-on]) pills 
Condoms (male! 
Abstinence: accordii to cu l tud  and 

I religious p n n l r n .  ox-l +iq , 
olhe! oprlons ad nlInepE?q 
Connamprive Pill' (ECPI. 

&gining 6 r e e k  after Deliver?; (Second - &ginning 3 Weelis after DdivG 
Choke): I t@ reduce h e  risk oi~hrornhxmSoiim): 

Pmgenin-only pills Conbind oral ccrmc.~i?\~ pi23 (COCsl 
DMPA 
Norplant 
Spermicides 
Fenilit) Awarenesc (uhen an idendfiabie 
panem of imi l i~  sips rern> 

&gmning 6 r e e k  after Deliieq (Tbird Beginning 6 reeks a k r  Debcry: 
Choice): Spamicides (foam c r ru~ jd l i es )  

Combined oral contnccpti\~es Diaphrapn. nhere awiiabie 
Feci l i t  Anmcxs.s \f&Od cavkal 
Sfmis hlelhcd (CSfuJ. once DKnStntal 

cycies have ~sumed~ . 
Advise an women about Emergeno Contncxptmn and provide, if r c q n a r d  

prcmss 
Befort discharge (preferably innoduced during antenatal visits). review- the 
contraceptive options. 
Review slient's hinor) and labor/delivcp couru: screen Tor faitors thai 
would keep the wcman from wfel? using her prefcmd method. 
I f  the client's prefemd method can be provided immediaely: 



c Give the contl.aieptives. 
o Give a contracepti\,e suppi? for the nuiii:>er o f  wccks until the ne\t 

follow-up visit. 

If the client's method of choice is hert init~atcd tbur to six ueeLs afie; 
delivery, provide condoms with ins~ructions. 
Give appoint h r  follov-up visit six week? or \\'hen neccssar). hascil cn the 
client's needs. 

Follow-up Visits 
Review postnatal course \r ith client. revie\\ symptoms of infection: 
breastfeeding experience. 
Review postnatal course with chosen contraceptive. 

c if satisfied and no precautions exist. pro\ ide re-suppl!. 
c if not satisfied. counsei for contraceptivi. optiriis and prcvide client's 

clloscn method. 
o If practicing 1..4M. assess \\hetiler cliefit still Fits the criteria for its 

use: 

-~ ~ 

LA31 Criteria 
I 
! 

A \!oman can use LAM if shc ansners "Nc" tc Al.1. of  these questiotis: 
! 

% Is your baby 6 months old or older? 
> Has your menstrual period returned? (Bllscding in the tirct S weeks 

postnatally does not coun1.j I 

3 1s your baby taking other foods or drink or allo\~in_e long periods of time (4  
I 
I or more hours) without breastfeeding. cither tin? or nighl? 
I 
I Ifthe woman answers "Yes.'to an? one of these questions, she cannot rely on LAM for I 
/ prevention of pregnancy, but she can continue to breastfeed her baby while using a 
i method of contraception that will not interfere \\ith lactation. 
! 

I 

o If Yes and client wants to continue using LAM. support client and 
provide condoms and sperniicide for possihlc c h a n ~ e  in criterid before 
the nest visit. 

o If No, or client wants to change method. ccunsel on contraceptive options 
and provide client's chosen method. 

Give a follow-up visit bascd on when the client is due to  return: six weeks, 
three months, or six months. 
Make necessary referrals if otlier reproductive health 01. other health needs are 
noted. 

Postnalal Care 
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FAMILY PLANNING 

LEARXING OBJECTIVES 
To provide the \roman rvith thc m ~ x t  appropriate. safc. effeciire im!!? planning 
method for her. 
To educate the \voman a b u t  the importance o f  famil! planning for her health. 
family and wciet!. 
To provide monitoring and folio\\ up care to av~>id unwanted diszontinuarion cf 
birth spacing. 
To provide other reprcdu~tive health promolio11 senices like screening for breast 
and cervical cancer. 
To pro\ ide diagnosis and treatment o f  geniul infeiticnc an3 STD's 

TEACHING STRATEGIES 
Group discussion together with issture preienEticn 
Role pla? o f  counseling si1ua:ionc 
Use o f  teaching mcdels or sinitilarors to practice sppli:ation o f  ccndon~s. i r w i o n  
o f  ICD. insenion o f  Vorplanr 

MATERLqLS OR EQUIP5lENTS SEEDED 
White Board. Flip Charts 
Overhead Projector 
.Markers 
Pelvic models for practice in pel\ ii exam and IUD insertion 
(\\'hen appropriate) - arm mode: h r  practice in 4orp!a?t inccni..n 
Penile models (or bananas) for practice in condom u x  

lstroduction 
In 1976. the average Jordanian woman had 7-8 chiidrer, during tcr  reprL4ucti\e y ~ .  
This has steadil! decreased recenll?, and in 1999. the a\erage \roman has f e w r  thar: 
4 children overall. Much ofthis decline has been because o f  [he use o f  binh spacing 
methodr especially the use o f  modern methods o f  bi& control. Currentl?. almost 
55% o f  all Jordanian \\.omen o f  reproductive age are using some form o f  birth 
spacing and 34% are using some form o f  modem binh connul mefhod. The Xational 
Populafion Strategy would like to increase the use o f  effecti\e methods o f  binh 
control, especiall? among the joung and the rural \\-omen. 
A woman and her husband mun consider man? factors in deciding upon a method o f  
birth control, such as desired spacing between pregnancies. age ofonset o f  child- 
bearing total number o f  children desired. and the zdvanfages and potential 
disadvantages o f  the various methods. The couple mcsi be carefull! counseled about 
the options available. and fhe advantags and disadvantages o f  each. In addition. dw 
health care provider must consider the various conmindi:afions o f  each method. and 
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match desired methods with the individual medical situation ofthe client. To 
accomplish this task, the healtli care provider must he knowledgeable in the various 
birth control methods, and he able to rffccrivr!! comniunicate with the noman or 
couple regarding this sensitive area. 

Types Of Counseling 
Definition of counseling: 
Counseling is a two way process of'communication b\ which one perso11 help5 
anther to identify her or his reproductive health needs and to make the most 
appropriate decisions concerning those need,. This is characterized by an 
exchange of information, ideas discussion and deliberation. 

General counseling 
- Takes place on first visit 
- Needs of clients discussed 
- Options given 
- Questions answered 
- hlisconceptions : 111)tIis discussed 
- Decision made 

Method or service specific counseling 
- Decision and choice made 
- Mort information given 
- Screening process and procedures esplaincd 
- Instructions given 
- What to do if problems develop 
- When to return 
- Handouts given to take home 

Return and follow up counseling 
- Problelns and side effects discussed and managcd 
- Continuation encouraged unless major problems exist 
- Instructions should be repeated 
- Questions answered and client concerns addressed 

The six principles of counseling 
I .  Treat each client well 

Be polite 
Show respect 
Create a feeling of trust 
Provider and client speak openl? . .4nswer questions patiently 
Ensure confidentiality 

2. Interact 
Listen 
Learn 
Respond 
Understand needs. concerns and individual situations 
Encourage 
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5.  Tailor informarion to the client 
Learn nhat information the client needs 
Personalize the information to the clientc needs 

4. Avoid ton much information 
Don't o\erload 
Keep time for questions. concerns and opinion 

5.. Provide the method that thc client nants 
Help client make their own iniormcd choice 
Respect that choice 
Gentl? correct mistaken ideas 

6. Help the client understand and remember 
Shou samples and maierials abailable 
Give printed materials 
Remind clients nhat to do 
Repeat information as needed 

Family Planning Issues to Discuss 
\\.hen discussing a contracepti\e methd. consideration shnuld he focused 
on the fol!o\\ing: 

Effectiveness 
Advantages and disadvantages 
Side ~Kects and complications 
How to use 
STD prevention 
\$!hen to return 

Characteristics of effective counselors 
Lndemands and respects the client's right s 
Earns the client's trust 
Understands the benefits and limitations ofall contraceptive methods 
Undersands the cultural and emotional factors that affect a uoman's 
decision to use a panicular contraceptive method. 
Encourages the client to ask questions 
Uses non-judgmental approach which shows the client respect and 
kindness 
Prescnts information in an unbiased. client sensitive manncr 
Actively listens to the client's concerns 
Lndmtands the effect of non-verbal uwnmunicaiion 
Recognizes when shc'he cannot sufficiently help a client and refers the 
client to some one who can 

Communication Techniques 
Son rvrbol communrcorron.s like nodding. or hand movement for grccling. 
smiling for welcome - the !@!& principle. 
R - relax 
0 - open and approachable 
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L - listen 
E - eye contact 

Verbal cornmtmicnfio~~ - the CLEAR principle: 
C - clarify 

L - listen 
E - encourage 

A -acknowledge 
R - reflect and reoeat 

PREVENTION ISSUES and HEALTH EDUCATION MESSAGES 
Birth spacing is important for the health of the mother. and to enhance family 
structure 
Birth spacing provides significant economic benefits for young families 
Address social. religious. and other messages about contraception 
Because of the many methods of birth spacing available, a method acceptable to 
the couple should be available 
The decision regarding whether or not to use contraception and which method 
should involve the marriage co~ple ,  not just one or the other 
At the first visit. ALL methods appropriate for the couple should be described and 
discussed. 
If the client is not ready to make a decision, do not force the issue - make a note 
in the medical record to review the issues at later visits 

CRITICAL POINTS FOR REFERRAL TO SPECIALIST 
Rarely a client needs special counseling skills specially ifverbal communication 
is not feasible, however these special situations are managed by involvement of 
other family members. 

CASE STUDY 
It is suggested that role play and group participation in the obseridation of 

counseling practice be done were all can attribute in feed back and reflections. 
the whole participants should have the opportunityto demonstrate. and improve 
his or her skill under guidance from trainer. 

Roles to be adopted : 
A client with difficulty in memorizing, understanding. needing to repeat 
instmctions several times, \\.hen assigning role to participant. the participant 
having the role of provider should not be informed beforehand . 
One participant playing a role of a disinterested client with difficulty in 
concentrating, and keeping track with what is said. 
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CLIENT ASSESSMEKT FOR PREGNAhCY BEFORE 
CONTRACEPTIVE USE 

HOW TO BE REASONABLY SLXE A CLIEhT IS NOT PREGXAhT 

You can be reasonably sure a client is not pregnant using the followine ihzcl l in of 
questions: 

I NO , \TS 

I I I. Are ?ou less than 6 months postpartum .4SD brcanfd~np 

/ completel) AND are free fmm mensml bleeding since 
your deliver?? 

I , 2. Have you had KO sexual intercourse since lour Ian I 
mensbuation? 

3. Have )ou given birth in the last 4 weeks? 
I 

4. Did Sour last menstrual pcr~od stan  thin the pas 7 da)so 

5 .  Hale ?ou had a spont&ous abortion in the past 7 da?s? 
I 

6. Have you been using a reliable contraceptibe method 
1 conrct~? and consistmt~?~ ~ 
0. 

Client anwered KO to 
0 

I Cltent a n s ~ d  YES to ar 
ALL ofthe questions r least one o f  the quesl~ons - I 

2 Client should wait for the 
I next menstruation. or use a I / pregnsnc) test before 
I begi i ing desired 1 
( contraceptive method 

U 
! Client is fke of  s ips  or 
I synptomr of pregnancy. 

1 
such as nausea breas~ , 
enlar_ement or tend- ' - 

! Client ma? use her des id  
' contraceptive method i 
I 

I t 
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When a woman is more than 6 months postpartum you can still be reasonably 
sure she is not pregnant iT: 

She has kept her breastfeeding frequency high, 
Has still had no menstrual bleeding (amenorrheic). and . Has no clinical signs or symptoms of pregnancy. 

Pelvic examination is seldom necessary, except to rule out pregnancy of 
greater than 6 weeks, measured from the last menstrual period (LMP). 

Pregnancy testing is unnecessary except in cases where: 
It is difficult to confirm pregnancy (i.e.. 6 weeks or less from the LMP):or 
The results ofthe pelvic examination are equivocal (e.g., the client is 

overweight, making sizing the uterus difficult). 

In these situations! a sensitive urine pregnancy test (i.e., detects <50 mIU1ml of 
hCG) may be helpful, if readily available and affordable. If pregnancy te~ting is 
not available, counsel the client to use a temporary contraceptive method or abstain 
from intercourse until her menses over or pregnancy is confirmed. 
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Table I. Summary: Clien: s sessment  Requiremeni for All Contracr.pti\e Sl&ods 

I 
i BARRIER i HORMONAL 

1 NATURAL. METHODS , METHODS VOLL-TARY 
I ASSESSMEYT LAM O R  (Condom. ' (COC, POP. ILD ~ E R I L I U T I O S  

HITH- Diaphragm. D>IPA. o r  (Femak/3lak) 
DRAH'AL o r  &orplant) 

Spermacide 
Reproducti\e YES YES YES 

b ~Ath  Yes Yes i (See Climt (See Client (See Guiding 
! Background ' Assessment .r\sussment : .Asuammt  

I Checklist) Checklist) Checklisr) 
j Histon ofSTD XO KO / Yes Ycs Ycs 

Female ;\rO ,1\0 b h Yes 
I General i 'f \o  ' (including BP) 1 / Abdominal KO I KO b Yes Yes 

I No 
. UO I Pelric Speculum I YO 

i 
b.c Yes ' Yes 

! No j Pelvic Biannual 
YES' 

C Yes  Yes 
I un T o  , M a k  (poin.penis. ! 

tenes and I 
rrotum) 1 NO YO S A  \ 'A Ya 

a Required lo size / f i r  diaphragm 
b If screening checklist responses all nega1ix.e (SO), examination is not v-. 
C 

Only necessap if pregnancy is suspected and pregnancy t m  is not availahk 
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COMBINED ORAL CONTRACEPTIVES (COCs) 

Description 
Combined oral contraceptive are preparations of synthetic estrogen and progesterone 
which are highly effective in preventing pregnancy 

Effectiveness 
0.1 pregnancies per 100 women each year when taken consistently 

Mechanism of Action 
Suppress ovulation through inhibition of hypothalamic-pituitary axis 
Thicken cervical mucous (prevents sperm penetretion.) 
Change endometrium (making implantation less likely.) 
Reduce sperm transport in upper genital tract (Fallopian tubes.) 

COC Indications for Use 
Couples needing birth control for birth spacing. 
Nulliparous women. 
Nonlactating postpartum women (combined oral contraceptives.) 
Need for short or long-term reversible contraception. 
Need for postcoital birth control (emergency contraception.) 
Immediate postabortion period. 
Acne. 
Heavy or painful menstrual periods. 
Recurrent ovarian cysts. 
Family history of ovarian cancer 

COC Advantages 
Ingestion unrelated to sexual activitr.. 
99% effective if used correctly and consistentl!~. 
Greater effectiveness. 
Reversible, rapid return of fertility. 
Correction of menstrual alterations. 
Prevention against ovarian, endometrial and breast cancer. 
Prevention against benign diseases of the breast. 

COC Disadvantages and Potential Side Effects 
Serious, bur very rare: 

Thrombophlebitis and pulmonary embolus 
Stroke 
Hypertension 

Nor serious, but somewhat more frequently seen 
Non menstrual weight gain 
Nausea 
Dizziness 
Acne 
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Breast tenderness 
Headaches: occasionall! migraine 
Mood changes 
Chloasma. 
Changes in libido 
Irregular vag~nal bleeding 
Amenorrhea 

Types of COC 
8 Monophasic: a fixed concentration of a t rogn and pmpnerone hormone 

through out the cycle - ? I  and 28 day paskages 
Mnltiphase : bipharic or triphasic variations of concentmion ocesrmgen and -or 
progesterone rhroughout the cycle 

COC Specific counseling 
1. If client chooses COCs : 

- assure c!ient linoa ledge of COCs including m?lhs and rumors prior use o f  
COCs 

- explain in clear and non-technical language: 
adkantages ciCOC includinp non conmceptive benefits 
how the pill \\o*s and the need to wire it ever! da? - common side effects o f  the COC as ahove 

2. Respond appropriarel? to clients' questions. 
3. Screen client for COC precautions using checklist for COC users: 

- ask all questions on history checklist 
- perform health assessment r, detailed beloa 
- determine that no contraindications exist 

4. Explain and demonstrate appmpriatcl! the fol:oaing: 
- how to use 
- when to stan 
- what to do if client misses one or more pills - how client uses condoms i spennicide 
- when a back up method is needed to be uscd 

5. Ask client to repeat back instructions and correct any errors. 
6. Explain in an non alarming nay to givc earl! pill danzer sips. and inmuct client 

what to do if any occur. 
7. Ask client to repeat ke) instructions. 
8. Provide client with at least a three month supply ofCOCs. Pro\ ide client with 

condoms and ' or spermicide 
9. Reassure client that she may change the pills or uy anocher melhod if she docs 

like these COCs. Reassure the client that the doctor is amilable to see her if she 
has any problems questions or needs advice. 

10. Plan for a return visit and give the client a definite return dale. 
I I. Document the visit on the client record. 

Halth Assasmemt 
The purpse of the health assessment is to determine the clients suitabilip for oral 
combined contraceptive. Health arces,mmt should include: 
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A. hfed;cal hirron. 
Drug history 
Age 
Relevant family and past medical histon 
Gynecological histor). including LZlP and menstrual pattern 
Smoking history and current medication. 

B. P/!ysical e.xnrninarion that i~~clun'rs: 
Weight 
Blood pressure 
Examination of extremities for varicosity's or sign of phlebitis 
Check skin and eyes forjaundice 
Breast examination (with instructions for self examination) 
Bimanual pelvic examination and inspection of the cervix 
Other examinations as indicated by medical history 

C. Laboratop test.7: 
Urinc for glucose and protein 
Pap (cervical ) smears for screening purposes. 
Others as indicted by medical and'or physical examination. 
COCs should not be withheld due to an absence of part or all of the physical or 
laboratory examinalions, if no contraindications are found or exist in the medical 
history. 
The required examinations sliouid 5s scheduled within the followine three 
months. 
The medical history and the results of the examinations nlust be documented in 
the clinical records of each client especiall) the presence or absence of  any 
possible contraindication and/or special situation. 

Contraindications to  Use of COC (Absolute and  Relative) 
Pregnant 

I Breastfeeding (less than 6 montlis postpartum) 
Active smoking and over age 35 
Increased risk of cardiovascular disease (hypertension. diabetes with vascular 
complications, history of deep vein thrombosis or embolus, severe headaches with 
focal neurologic symptoms) 
Pre-existing conditions such as active breast cancer, tumors of the liver 
Unexplained vaginal bleeding 
Current use of some drugs (espec~aliy long-term antibiotics, rifampicin, 
phenytoin. cabamazepine. barbiturates, primidone, grizeofulvin) 

Initial client instructions 
1. Start with combined monophasic preparation containing 30-35 microgram of 

estrogen (i.e. Microgynon) 
2. Change the type of  pill only ifthere are side effects significant enough to cause 

the client to consider discontinuing or changing pills 
3. Provide the instructions clearly in a language appropriate to the background of the 

client. 
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4. Client can stan taking pills: 
- An)zime the nomen is not pregnant 
- If the \\oman wishes to start the pills on a panicular day that is beyond the f 

days orher menstrual cycle. she has to use backup method IL.~ the next 7 

days - Days 1-7 of h e  menstmal cycle 
- Postpamun after 6 months i T  using LAM 
- After 3 4 weeks if not breast feeding - Post ahortion (inmeJiatel! or within 7 days) 

5. The client should take one pill evepda: at the same time until the s);le is 
fmished. 

6. If the client is using 21 pill s!:ie. she should skip seven day before aming a nc\\ 
cycle. 

7. Client should be advised that if she misses one or more pill. she ma! have some 
spotting or break through bleeding, but more impnant  she \\ ill k ai grater risk 
of becoming pregnant. 

8. In case of missed pills: 
3 lfone pill is missed. the client should take the pill as soon as she rememters 
o If two pills in the first two weeks are missed. the client should take M-o pills 

on two consecutive days and then continue the rest ofthe cycle as usual (back 
up method should be used). 

o if two pills are missed in the ~9ird week. or ifthree or more pills are missed at 
any time. the client should discard the current c?cle and aan a ncu one 
immediately. 

o In all previous cases. the client should use a backup method for a minimum of 
one week. 

Return visit counselling 
1. Ask client if she is satistied a ith the COC. 
2. Ask client if she is having any prohlems or experiencing an) side effrrts. I f  ycr 

manage as appropriate. 
3. Ask client to describe i how she is taking the COCs. 
4. Repeat the hist- check list. 
5. Update the medical history and prrform: 

- blood pressure 
- weight 

6. Briefly review key mcssagedinstmctions and ask client to repeat. 
7. Provide ar least another 5 cycles ofCOCs. 
8. If client wants to discontinue the COC. help h a  make an informed choice of 

another method. 
9. Encourage client to come back a! any time if she has quatiom or problems. 
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COMBINED ORAL CONTRACEPTIVE 

Interactions With Other Drugs 

COMMONLY USED OR 

I *DVERSEEFmCTS 1 COMMENTS AND 
PRESCRIBED DRUGES RECOMMENDATIOS 

paracetamol others) ' increased drug excretion ) 
Antibiotics griseofulvin and Decreased sonrracpiti\.e Help clienr choose another 

I I 

- -  

rifampin 
NO documented clinical effect or 
significance has been established 
for penicillins. tetracycline, 
cephalosporins and other 
commonly used antibiotics. 
Hormonal methods be used no 

Analgesics 
Acetaminophen ( Tylenol, 

I b a c k u ~  method is routinely 

Possible decrease I Monitor pain-relieving response. 
pain-relieving effect ( 1 

necessary with these antidiotics. 
Antidepressant 

1 ( ~ l a v i i  , Novpramin , tofranil and 

effect with COCs and CICs, 
especially with low-does 
COCs. 30-35 ug ethinyl 
estradiol (EE). 

Possible increase 
antidepressant effect 

met-hod or use higher estrogen pill 
(50 ug EE) or backup method 

a 
(e.g., condoms). 

Use with caution. Low doses are 
probably safe. 

and other ) 
Antiseizure 

others) I 

Braiturates ( phenobrabitol and 
others ) 
Carbamazepine ( tegerol ) 
Phonation (dilation ) 
Primidone ( Mysoline ) 

Antihypertensives 
Methyldopa (Aldoclor , aldomet 

Be&blockers 
(Corgard , inderal , loperssor , 

Possible decrease Use COCs and ClCs with caution, 
antihypertensive effect monitor BP. 

Decreased contraceptive Help client choose another 
effect with COCs and CICs, merhod or use higher pill (50 ug 
especially if Ionrest does I EE) or backup method (e.g., 
COC used. a 

condoms). 

Possible increase plienytoin ~ 
effect I 

Possible increase beta- Monitor cardiovascular status. 
blocker effect 

tenormin ) 
Bronchodilators increase theophylline effect Monitor for symptoms of 
Theophlyline ( bronkotabes , theophylline overdose. 
marax, primatene , quibom terdal I 

, theor dur and others) 
Hypoglyceminics I Possible decreased Monitor blood glucose as for any 

I ( diab&se, orinese , tolbutamide hypoglycemic effect diabetic patien< 
, tolinase ) 
Tranquilizers Possible increased or Use with caution. Commonly 
Benzodiazepine ( Ativan , librium decreased tranquilizer prescribed dosages are unlikely to 
, serax , tranxene , valium , xanax effects including result in significant effects. 

I and others ) psychomotor impairment 
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PROCESTEROSE-O\XY PILLS (POPsl 

Description: 
The Progesterone only pills (POPSI is .m ~ r a i  horrnonA sontr,sep:i\c containing onl) 

progesterone in a smaller dose than in the combined piils. 

Effectiveness: 
When taken at the same time eve5 da) (0.5 - 0.10 prrgnanslcs per 100 \\omen 
during the first >ear.) 

Types: 
35-pill pack ---+ 300-rng lo\ onorees~rel 
28 pill pack 73-b mg norgestrel tO\era:e. Femuicn) 

Advantages of POP 
Same as for COC 
May be taken while breast feeding 
\la? eliminate some ofthe side etTects noted \\i!n C W .  such a> h)penension. 
breast tenderness. aeighr gain. peripheral ederr.2 

Disadvantages and Potential Side Effects of POP 
Irregular mensrmal bleeding 
Headaches 
Chloasma of face 
Depression 

Contraindications to use of POP (absolute and relative) 
Pregnancy 
Active breast cancer 
Unexplained vaginal bleeding 
Liver disease (active viral hepatitis. cimhosir. turnon) 
Current use of some drugs (especiall! long-term antibiotics. rifampicin. 
pheny2oin. cabamazepine. barbiturates. primidone. grized~lvrn) 

Client instructions 
Provide instruction clewl) and in a lanecage qpropriate to the backgrounds ofthc 
client 
client should stan the first cycle of POP :- 

- within the first five days of the menamati@n pprcferabl) fim da) 
- any time the client is sure she is not pregnant 
- postparnun , after 6 month if using LAM .after 6 week's if breast feeding ( not 

on LAM ) immediately or within 6 weeks if not breast feeding 
- posl abortion :immediately 

Client should cake onc pill every day at m e  time until the cycle is linishcd. 
She should stan a n m  cycle the day after she pre\ious c>rle uithout a break . 
Client should be informed. if she misses one or more pill . she cou!d have somc 
spotting, break through bleedins or pregnant! . she should stan taking the pill as 
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soon as possible and she should use backup mediod for the next 48 hours afier 
restaning the pills. 
Diarrhea and vomiting interfere with the effecti\cnesz of the pill . In these cases 
the use of backup method for at least swen da!s is required. 
Client should consult the clinic if she evperlencrs side cfiests. has any concern or 
problem concerning the bill. 
Client should have a date for the next visit and the name of the pill she has been 
given. 
Encourage the client to  ask questions to clnrii:\ any uncertainties and request her to 
repeal the basic instructions to check for understanding. 
Client should be advised about the folIouaing side cifects durin: the first three cycle 
and then usually disappear. They should not be a reason !L) disconti~ii~e the method: 

- break through bleeding 
- nausea, dizziness 
- breast tenderness 
- headaches (mild) 

Acute vomiting, diarrhea and few medicines the POP effectiveness and for this 
reason the use of backup method is required. 
Client should consult the clinic if pregnanc is suspected or ifshe experiences any 
of the following warning signs of complications: 

- severe abdominal pain 
- severe chest pain, cough: shortness of breath 
- severe headache 
- eye problems - loss of vision or blurring 
- severe leg pain in calf or thigh 
- jaundice 

Client should be given the date for her nest visit and the name of the pill she took 
Client should be encourages to ask questions to clarify any uncertainties and 
requested to repeat the basic instructions to check for understanding. 

Follow up care 
The client should be seen afer thefirst cj~cle and tlterr cverj. 3 n l ~ n t l ~ . ~  

Three months follow up protocol: 
Update the client's address and how to contact her. 
Access the client's satisfaction with the method. 
Determine ifthe client has had any problem, or side ef'ects and, i i so  record them 
in her clinical record. 
Update the medical history and perform: 

- blood pressure 
- weight 
- any other examination if indicated 

Provide appropriate counselling as requircd 
Review with the client the pill danger signs and the instructions for taking the pill 
Encourage the client to contact the clinic an) time is she has any questions or 
complaints. 
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k r i p t i o n :  
Depot medrox! progesterone acetate 
Trade name: Depo Provera. is a hiphl! effective reversible contraceptive method. 11 is 
a three month injectable. containing a <!nthetic prosewine which r e m b l ~ s  the 
female hormone progesterone. Each dose contains I LO mg. which is x l d  slou I: 
into the blood stream and provides the user with a sale and highly effeslire im of 
contracrption. 

T! pe and Dosage: 
Depo Provers I 0  mg. (SET-EX) lOOme '2 months 

Effectit-eness: 
Prepanc? rate usually louer than one per !OO woman years wi-irh standard q i m e .  
effect comparable to Sorplant . TCL; 380 A IL'D. and volunnr? neril~zation. 

%lode of Action: 
Inhibits ovulation 
Thickens the cervical mucus 
Thins the endometrial lining 

Indications: 
Appropriate for any woman who: 

Desires an effective long-acting reversible method 
Prefers a method that requires no preparation before intercourse 
H ants a convenient method 
Does not \\ant others to knoa about it 
D o n  not \van1 to keep the method at home 
Cannot compl! uith oral conmceptivcs 
Cannot use esmgen containing method 
Completed her famil! size. but does not desirc sterilization 

Advantrges of DMPA: 
Reduces frequent) of fibrosis 
Reduces fiequenc! of ovarian cysts 

o Reduces incidence orpelvic innammaror) disease 
Relieves premenstrual tension 
Reventsanemia 
Reduces smptoms of endomeniosis 
Reduces sickle cell crisis in .4tiicans with sickle cell disease or trait 
Decrease the frequency of epileptic x i m m  in women with epileps) 

Didvantaga:  
Long acting cannot be easily dixontinued or removed 
Does not protect against HIVJSTDs 

w Irre~ular menswal bleeding 
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Headaches 
Chloasma of face 
Depression 

Contraindications to Use of DMPA 
w Pregnancy 

Active breast cancer 
Unexplained vaginal bleeding 
Liver disease (active viral hepatitis, cirrhosis. tumors) 
Current use of some drugs (especially long-term antibiotics. rifanipicin, 
phen~qoin, cabamazepine. barbiturates, primidone, grizeofulvin) 

Other  considerations for caution in use (May be given, but client must he 
monitored closely) 

Diabetes 
Hypertension 
Depression 

Timing of DMPA 
First injection may he given any of the following times when the woman is not 
pregnant: 
- First 7 days after the start of menses 
- Immediately or within 14 days following induced or spontaneous abortion 
- Immediately postpartum or up to 38 days after delivery if not breast feeding 
- Between 6 weeks and 6 months if breast feeding 
- At any time ifthe woman has not had intercourse since her last menses 
- At any time if reliably using another effective method of contraception 
Injections repeated every three months up to 1- weeks after last injection, or 4 
weeks prior to scheduled date 

Potential Complications and  Side Effects 
Menstrual changes, irregular, prolonged bleeding or spo~ting usually occurs. 
Increased appetite causing weight gain. 
Delay in relurn to fertility. 
Headaches 
hlood changes 
Nausea 
Abdominal pain 
Breast tenderness 
Heavy bleeding may occur 

Information Needed a t  Followup Visits 
Relevant infomlation needed about: 

Blood pressure 
Menstrual changes 
Weight gain 
Headaches 
Minor side effects 
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Heav! menstrual bleeding 

DMPA method specific counseling 
I .  .Ask her \\hat she kn tn  i about DSIPA. Correct an! m!~hs rurnors ar 

misinformation. 
2. Fxplain hot\ D \ I P  \\orhi and i t s  ciTk;ti\eness in prc\entinf p:egnan<! 
3. Esplair~ the patentla; side elfcits cEDSIP.4: 

- Changes in menstrual primi*12 tirregclar ipn ing.  not .peri~.Ji: 
- Possibledela> in reium re renilit! ofa\erage eight 111,>nth< 
- She ma: gain \\eight 
- She ma: feel some depression 
- Explain 3% ith client ho\\ irregular or increased bleeding ma! alTkct her 

dail! life. and i f a  dele: in return tc fcnilit? i s  imponant to her. 
- Explain \\hat to expect regarding injection. frequent! o i  ;sturn isit,. 
- Ask the client if she hzs an! q~iestionc and respond rc them. 
- Screen far precautions using D S I P  screenins c h ~ h ! i j :  i3ttzihcd1~ 
- Ask all questions on llistop r'i~ecklist 
- Check weight and h l o d  presst~re 
- Record findings 

Administration of DhlP.4 
If no concerns are present. prepare and adminis!sr DSIP.4 injection x w d i n g  to 
follo\ving steps: 

i . Hash hands 
2. Check \.ial for contents idotclge) 
3. Gently shake DVPA via! 
4. Open sterile package 
5 .  Anach needle to s!.rin:e 
6. Draw DMPA into s!ringe 
7. H'ip site o f  injetlion and allow antiseptic to d n  
8. Administer 150 mg deep I\$ in delroid or gluteal area 
9. Do not massage site o f  injection 
10. \\'ash hands 
I I .  Repeat the iollowing imponant instructions to client: 

( a )  DSIP.4 injecrions lake eifect immediatel? i fg i ien het\\mn I-'&?s of  
menurual cycle. other \vise client must use backup method or abstain 
form intercourse for 14 hours following firsr injection. 

(b) Return for nest injection in 3 months. client ma! be up to 2 aeeks late 
in returning and still be protected from pregnani?. Ho\\e\ere, i t  is 
better for client to return on time. 

(c) Remind client o f  menstrual chanecs she ma! enprrience and 
possihilio o f  weight gain. 

(d) Remind client to inform othe: health care pmviders she is on DMPA. 
(e) Reassure client she may return at any rime is she has questions or 

concerns. 
(I) Discuss with client returning immediately if she has any ofthe 

following problems: 
- Heav) vaginal bleeding 
- Escnsive weight p i n  
- Headaches 
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- Severe abdominal pain 
12. Have client repeat back to you important instructions 
13. Give client booklet with next appointment (time 8: date) 
14. Document I record the visit according to local clinic guidelines 

Return visits 
Ask for any problems or complaints. 

Repeat the history checklist. 
Check blood pressure and weight. 
If client has developed any concerning symptoms or wants to discontinue DMPA. 
help her make an informed choice for other methods. 
If client is satisfied with DMPA method. no concerning symptoms (such as 
suspected pregnancy, severe headaches. or severe vaginal bleeding) exist, and she 
wishes to continue, give repeat DMPA injection. 

FOIIO+ UP 
Discuss her experience with the method 
Ask about satisfaction 
If having side effects: 

- Perform physical examination 
- Reassure 
- Manage accordingly 
- If cannot be managed - refer to gynecologist 
- Use back up method if needed 
- Give injection if satisfied 
- Choose another method if dissatisfied 
- Reassure that she can come any time, or every 3 months 
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NORPLAST 

Description 
Small capsules containing progesterone (Le\onorgestrelt \\hich art impianted under the 
skln of the upper arm. and release the medication slo\\I? o\er 5 !eas 

Effectiveness 
Pregnancy rate uru3lly lo\rer than one per 100 \roman years 

Indications for Use - A woman rbo:  
Desires an effective long-ac!ing re\ersible method 
Prefers a ~ c t h o d  that requires no preparation beforc intercourse 
Cannot ccmpl! witn oral contraceptive> 
Canno: use estrogen containing me:hod hecauw o f  smoking or age or .id< ell-tits 
Completed he; famii! size. hut doer not desire sterilization 

Advantages of Korplant 
Reducer frequsnc! o f  fibrosis 
Reduces frequency o f  ovarian c!sts 
Reduces incidence o f  pelvic inflammator) disease 
Reticles prcmenst~al :ension 
Pre\ents anemia by reducing menstrual b l n d  loss 
Reduces s]mptoms of  endomeniosis 
Reduces sickle cell crisis in .Africans n i th  sickle cell diseaw or mil 
Decrease the frcquenc! ofepilep:ic seizures in women u i th  epilepc? 

Disadvantages and Potential Sidc Effects: 
Cannot !x easil! discontinued or remo\ed -requires minor surge? 
Some tenderness and bruising at s i v  o f  insenion for 5-7 days 
Does not protect against HIV;STDs 
Irregular menstwal bleeding 
Headaches 
C h l o m a  of face 
Depressicn 
Infection at the site o f  implant 
lmplants may k visible to others in certain circumstances 

Conmindiations to Use of Sorplant (Same as for POP aad DMPA) 
Prepanc) 
Active breast cancer 
Unexplained vaginal bleeding 
Liver disease (active vim! hepatitis. cirrhosis tumors) 
Current use o f  some d ~ g s  (especially long-term antibicnics. rifampicin 
phen!zoin. cabamazepine. barbiturates. primidone. grizeofuh tn) 
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Other  considerations for caution in use (May be given, but client must be 
monitored closely) 

Diabetes 
Hypertension 
Deprcssion 

Timing of Insertion of Norplant 
During the first 7 days atier onset of menstruation 
Immediately postabonion 
Immediately postpartum in non-breastfeeding women 
After 6 weeks postpartum in lactating women 

Method Specific Counseling for Norplant 
Ask her what she knows about Norplant Correct any mythsln~mors 01. 
misinforn~ation. 
Explain how Norplant works and its effectiveness in preventing pregnancy 
o Inserted through a needle into the upper. inner ann 
o Requires injection of local anesthetic. which makes procedure painless 
o Capsules will be visible and palpable in upper arm 
0 Effectiveness besins within 24 hours (if placed within seven days of  beginning 

menstrual cycle). and lasts co~ltinuousl) for 5 years 
o Capsules may be removed at an! time, but it will require local anesthetic. and 

a minor surgical procedure. 
Explain the potential side effects of Norplant. as detailed above: 
o Possible wound infection aAer insertion 
o Changes in menstrual periods (irregular spotting. not periods) 
o Possible delay in return to fertility of average 1-3 months 
o She may gain weight 
o She may feel some depression 
o Explain with client how irregular or increased bleeding may affect her daily 

life, and if a delay in return to fertility is important to her. 
o Explain what to  expect regarding injection. Frequency of return visits. 
Ask the client if she has any questions and respond to them. 
Screen for contraindications using above list 
Check weight and blood pressure 
Record findings 

Follow up  counseling 
The women should be asked if she is happy with the melhod and ifthere have been 
any problems since her last visit. 
She should be given specific instructions for what to do if she wants to have the 
Norplant implants removed at any time. 
False rumors should be corrected 

Instruments: 
Proper instruments should be available: template, knife. gauze, gloves, syringe, 
antiseptic, anesthetic, sodium bicarbonate, soup, Norplant capsules, round plaster 
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infection Prevention for insmmenb  
Thoroughl? wash hands and rinse (wear gloves and other protective barriers., 
Decontamination. soak in 0.54b chlorine solution 
Autoclave 106 kpa pressure. 121 C 110 mins unwrapped or 30 mins \\rapped! 

OR 
heat 170 C for 60 minutes or 160 C for 120 minutes 

High lebe: disinfecting IHLD) 
Boil or steam. lid on ior 20 mins 
Chemical. soak 20 minj 
Cool. use immediatel). or store (source \VHO 1990) 

Implants should be approved Jlinisrr?. of Health and Health Care 

Procedure 

lnsenion 
U ACCORDKG TO THE ATT.4CHED PROTOCOl 

Follotv-up care 
Unless there is a problem or she has questions. the slient d x s  not n d  to return until she 
has the Sorplant rcrno\al (in 5 or \\ hen remo\a! i j  desired or nezjeci. Client 
should return ro the same clinic ifshe has  an) ofthe follouing medical problems. 

pus or bleeding ar the insenion site 
expulsion ofthe capsule 
delayed menstrual period 
heavy vaginal bleeding 
prolonged vaginal bleeding 
sever lower abdominal pain 
episodes of mi-mine. repeated bad headaches or blurred \ision 
jaundice 
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INTRAUTERINE DEVlCE (IUD) 

Description 
A "T" shaped piece of plastic co\.ered with copper. whicli is inserte~i into the uterus 
through the c e n k  

Effectiveness of IL:D 
1 pregnancq per I00 \\,omen per !ear 

Mechanism of Action of IL'D 
Transport of sperm and egg through the iillopian tube is altered. preventing 
fertilization. 
Destruction of spernl and cgg sccondar! to inflammatol.. changes in the uterus 
and secondarq to copper. 
Increased prostaglandin productiun. 
Copper ions inhibit sperm transport in eiidocervical mucus and endometrial cavity 
Sterile infamniator) reaction 

Indications for Use - A woman who: 
Wants long term con:raception that she does not h3\e to remsmher lo do 
something 
Cannot or does not want to takc pills 
Cannot tolerate the side effects of hortiional methods (COC. POP. DMPA. 
horplant) 
Is breastfeeding and wants a secure method of hirtli spacing 
Wants a reversible form of birth spacing 
Wants a metllod that does not require preparation hefore intercourse 

Advantages of lIiD 
Lack of systemic effects. excellent choice for breastfeeding women 
Low cost 
Easy insertion and removal 
Excellent reversibility 
Highly effective in preventing pregnancy 
Unrelated to sexual act. 

Disadvantages and Potential Side Effects 
Irregular vaginal bleeding 
Cramping and pelvic pain, especially with menstruation 
Expulsion of  IUD with loss of protection 
Perforation of  uterus 
Pelvic Lnflammatory Disease (PlD) 
Higher incidence of ectopic pregnancy 

Contraindications of Use of IUD (absolute and relative) 
Pregnancy 
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Between 48 hours to 4 w e t s  poslpanum. 
Puerperal sepsis postpartum. 
Post septic abortion. 
Cervical cancer under treatment. 
P.1.D current. or within last three months. 
S.T.D within last three months. or high risk of STD 
HN'AIDS 
Trophoblast disease. 
Pelvic tuberculosis 
Endomerriosis. 
Al lem to Copper (for Cu T tjpe only). 
Anomalies distorting the uterine cavity. 
Anemia. 
Unexplained vaginal bleeding. 

Timing of Insertion of IZ:D 
During the first 7 days afier on- of menstruation 
Immediately post-abonion 
After 4 weeks postpartum 

Pre insertion eouoding 
1. Greet client in friendly and respertful manner 
2. Revie\\ indications and contraindications ( a h v e  lists) to determine if the client is 

an a ~ m o ~ r i a t e  candidate for the IUD. 
3. As&sciient's knowledge about the 1LD.s major side effects 
4. Be responsive 10 client's needs and concerns about the IUD 
5. Describe insertion and what to expect 

Pre insertion Examination 
1. Obtain or review brief reproductive health h i m  
2. Confirm that no contraindications exist to insertion of IGD 
3. Wash hands with soap and water 
4. Ask client to empty her bladder 
5. Palpate abdomen and check for suprapubis or pelvic tenderness and adenexal 

abnormalities. 
6. Explain procedure again and encourage her to ask questions. 
7. Put new examination (disposable) w HLD or nerile (rcusablel gloves on boh 

hand. 
8. Perform speculum examination. 
9. Collect Pap specimen or vaginal and cervical ucraions if indicated. 
10. Perform bimanual examination. 
I I.  Perfonn rectovaginal examinsion. if indicated. 
12. Remove gloves and properly dispoxs (single use) or immerses (reusable) in 

chlorine solution. 
13. Perform microscopic examination if indicated (and if eguipncnt is availabk). 
14. Wash hands thoroughly with soap and water and dries with clean cloth or allow to 

air dry. 

Family Planning 



IUD Insertion (See attachment protocol) 
Load Tcu 380 A inside sterile package. 
1. Put examination (disposable) or HLD or sterile (reusable) gloves on both hands. 
2. Insen vaginal speculum (and vaginal wall elevator if using single -valve 

speculumj 
3. Swab cervix and vagina with antiseptic 
4. Gently grasps cervix with tenaculum or Vulsellum forceps 
5 .  Sound uterus according to proiocol 
6. Set blue depth gauge on the loaded IUD insener to the depth on the sound. 
7. Insert the IUD using the withdrawal technique. 
8. Seat IUD gently at fundus of uterus 
9. Cut strings and gently remove tenaculum. 

KOTE: If the uterus sounds to a depth of !O cm or more, the sound may have 
perforated the uterus. or tile uterus ma) hc enlarged due to tumors or pregnancy. DO 
NOT insert an IUD. If perforation is suspected. observe the client in the clinic 
carefull! : 

(a) for the first hour, keep the woman at bed rest and check the pulse and blood 
pressure every 5 to 20 minutes. 

(b) If the woman remains stable after one hour, check the hematocrit !hemoglobin 
if possible. allo\v her to walk. check vital signs as needed. and observe for 
several more hours. If she has no signs or skmptoms, she can be sent home, 
but should a\,oid intercourse for two weeks. Help her make an informed 
choice of a different contraceptive. 

(c) Ifthere is a rapid pulse and fallins blood pressure, or new pain or increasing 
pain around the uterus, hospitalizarion is needed. 

Post Insertion 
1. Place used instruments in chlorine solution for decontamination. 
2. Dispose of waste materials accarding to guidelines. 
3. Remove reusable gloves and place them in chlorine solution. 
4. Wash hands with soap and water. 
5 Complete client record. 

Post Insertion Counseling 
I .  Teach client how and when to check for string. 
2. Discuss what to do if client experiences any side effects or problems. 
3. Assure client that the can have the IUD removed at any time. 
4. Observe client for at least 15 minutes hefore sending her home. 

WARNING SIGN FOR IUD USERS 
Instruct woman to contact a health care  provider o r  clinic if she develops any 
of the  following problems: 

Delayed menstrual period with pregnancy symptoms (nausea, breast 
tenderness, etc) 
Persistent or crampy lower abdominal pain, especially if accompanied by not 
feeling well, fever or chills (these symptoms suggest possible pelvic infection) 
Persistent vaginal discharge or discomfort 
Strings missing or the plastic tip of the IUD can be felt when checking for the 
strings. 
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RE.MOVAL OF ILD 
Pre Removal Counseling 

I. Greet \\oman in friendly and respec-i u I manner 
2 .  Ask client her reascn for remo\al and ansivm an? questlon shu ma! hsbe 
3.  Re\ ie\\ clienr's present reproduai\e goals 
4 Describe the removal procediire and \\hat to expect. 
5 .  Counsel regarding another hinh spncin: merhrd iiclient aili \\illin$ 

Remo\ a l  o f  lL-D 
I. \\'ash hands :horoughl! uirh soap and \iater and dries \\:th clean sicth 
2. Pu: ne\\ rxamination idispnablei or arr i le rreusablel glc\ei zn h ~ h  hands 
3. Perf~wn himznual e\am. 
1. h e n  vaginal speculum 2nd 100); at lengh and ysitior. oisrrin_c.. 
5. Suab c e n i ~  and vagina a i th  antiseptic. 
6. Grasp strings close to cen is and pulls gently but firmly to m o \ e  ICD. 
?. For routine removals. take out the ICD during menses. trcausc I; li easier 

then. 
8. To axoid breaking the string. Appl? gentle. steady tracrion and remme the 

I l ' D  Slow&. Ifrhe I I D  does not come out eitsil!. refer 10 rhe spz;i~lirr. 

Post removal 
1. Place used instrument in chlorine solurion for decontamination 
2. Dispose o f  \\asre material5 according to guideline. 
. Remove reusable glcves and p1a;e them in Chlorine solurion. 
4. \i'ach hands with soap and aater. 
I .  Record I l D  removal in clie:it rccord. 

Post removal counseling 
I. Discuss \\hat to do if client experiences an! problems. 
2. Counsel client regarding new contraceptive mefhod. i i d e s i d .  
3. iZssist client in obtaining neu conhacepli\e method or pro\ ides temporw 

(barrier) method unri! method o f  choice can be nand .  
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LACTATION AMENORRHEA METHOD (LAM) 

Definition: 
Method that utilizes the temporary infertility that occurs during breastfeeding: 

Mechanism of Action: 
Suppression of ovulation 

Criteria fur effective LAM are: 
1.  Uomen ~ h o  are fully or nearl) Ailly breastfeeding 
2. Have nil had rcturn of menses 
3. Are less than 6 mcnths postpartum. 

Advantages of LAM 
It can be stared immediately aficr deliver!. 
I t  is economical and easil! aveilable. 
It does not require a prescription 
No action is required at the time of intercourse . 
There are no side effects or precautions to its use. 
No commodiiies or supplies are required for clients or for the famil!. planning 
program. 
It is used for a iimited time and serves as abridge to using other methods. 
It is consistent with religious and cultural practices. 
It is 99% effective for at least the firs1 6 months after deliver! 

Disadvantages of LAM: 
Fully or nearly fillly breastfeeding pattern ma), be difficult for some \+omen to 
maintain. 
The duration of the methods effectiveness is limited ro a brief six-month 
postpar.tum period. 
It can onl! be used by breastfeeding women 
There is no protection against sexually transmitted infections, including HIV . 

Indications for LAM - A woman who: 
Does not want to or cannot use hormonal methods 
Wants short term birth spacing before having another child 
Wanls time to consider which long term method of contraception to use 
Is concerned about possible side effects of the hormonal methods or IUD 

Advantages of Breastfeeding 
Fo r  the Mother 

Reduces hcmorrhage postpanum 
Facilitates involution of the uterus 
Protects against ovarian and breast cancer 
Offers contraceptive protection (LAM) 
Enhances maternal-infant bonding 
Reduces anxiety, stress, dcpression 
Enhances positive self-image 
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Convenient and economical form o f  infant numtior. 
Hormones (prolactin. crsyocin) inducer maternal behavior 
Increases relaxa:ion and interaaion n i th  infant 

F o r  the Infant 
Prevents h?penhermia (lo\\ hod) IemperaNrc) 
Suppons gmalh and survival through menghened maternal-infant bonding 
Lover occurrences o f  infestions (gastrointestinal. mpiraton. otitis nirdia) 
Increases alertness: stronger arousal reactions 
lnfants tend to walk earlier 
Breast milk is easy to digest 
Enhances brain development thus infants tend to be more intelligent 
Lower occurrences o f  allergy 
Lower occurrences o f  infant abandonment 
Stimulates infant social interaction 
Fosters a sense o f  ses~rit) 

Complementan FP Methods for the Lactating Woman: 
As soon a5 a noman relying on L A M  for contnception no longer meets all thm 

criteria for L.A\I. she should stan a complementa~? contracepti\e method. l f thc  
woman nishes to continue breastfeeding. the contraceptive methods a\aiiable can be 
ranked according to they have on hcr ahi l in to breastfcd. 

Non-hormonal methods o f  contraception are First Choice methods in this case. as Ihe) 
do not interfere ai th breast milk and do not enter the bloodsueam. These methods 
include: 

Condoms 
Spermicides 
Diaphragms 
lCDs 
Tubal ligation 

r Vasectomy 

Progenin-onl) tnetliods are Second Choice methods in this case. as the? do not 
interfere with breastfeeding. Progzstin-onl? mcthods include: 

DMP.4 (injectable) 
Progestin-onl) pills (POPS) 
Norplant implants 

Third choice options include both enmgens. The estrogen in hese mdhods can 
reduce the production o f  breastmilk. and are thus generally not recommended. Thee 
methods include: 

Combined oral contraceptives (COCs) 
Combined injectable honnones 

Method Specifii Couascliog for U . 1  
I. The health pmvide should know the criteria o f  L A M  . 
2. The mother should repeat and undersrand the criteria o f  LA\ i .  
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3 The health pro\.ider should know the compleinentary contraceptive methods to 
suppl? the mother who breastfeeds and doesn't choose L.A.M or  appropriale for 
L.A.M criteria. 

].actation Amenorrhea Method 
Ask the mother. c r  nd\.ice her to  ask herrclf these 3 questions: 

Thc mother's chance of 
pregnancy is increased. For 
continued protection, advise 
the mother to heein usine a I - c 

complementary famil? 
2. Are you supplcmcnt Planning method 
regularly or allowing 

~er iods  withont 
I 
I 

?eding, ether day 1 I 

I or  night? ~ T 

1 
There  is only a 1-2% See attachment for 
chance of pregnancy complementary 

a t  this time.* 

The  mother, however, may choose to  use a complementary method a t  any time. 
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CONDOMS 

Definition: 
A condoni is a ~hidth.  or covering :I' !?! <,\era r a n ' s  erect pmi, 

T?-pe: 
\lost uondcms are coated with a Jr! lubricant or \vith 3 s ~ m i c i d a l  . Difi2rei.n: rizzi. 
shapes. srllorz and texture ma! he 3\ ailzhlt. 

Effectiveness: 
3lust be used <orre<t!! e\er! tiin., t,. I-: t!;hl! ef?;.c:ive. EFectite A,; ?::.r~.?tinp 
przcnnllc!. and 3<&11.:il! tn~r:!i;iticJ d i \ c ~ \ - r ~  

Mode of action: 
Condcmr keep ,perm a7d an! diseace i?r~3cism in semen out r f  the \a;in;:. stop 
diseajr crgant:nls in  in: +an! enterin: !ne penis. 

Indications for 1 se o f  Condoms 
Pre\cntion ofSTDs iciliiding HI \  ;\IDS . 
Pre\ention ofprepnonc! as a contracep!i\e method. 
Cac be used imnrediztel! aftc: child birth 
20 e s c t  ori breast mill, 
Pmtcc! asainst pr.l\ic inkstioil 
Hslp pre\enting ectopii pregnancies. 
OtTcr cccasionsl contnccp~ic>n \\ ith n<' daii! upkeep. 
Help prebent premature ejaculation i lar: Ir'ngsr during sch r 

Contraindication 
Severe aller) to latex rubk t  

Specific instructions 
Whenever possible. shou clients ho\r to put on and o f fa  crwdom. C se a modcl. a 
stick. a banana or ? lingers to demonstrate puning on the condom. 
Any lubricant used should be ~ater-based. Good lubricants include y m n i c i d a .  
glycerine. and especially made produits. H'ater can be used alw. The! help keep 
condoms from tcaring during sex. \atunl r a ~ i n a l  secretions 3 1 ~ 3  acr a$ Iuhiim!. 
Do not use lubrican:~ made \\it11 ail. Slow oithmm damage ictndoms. Lh not uu 
cooking oil. hab! oil. coconut \?il. mineral oil. petrolrum jell:. ~ s g i h  s Vaseline). 
skin lotions. sunmn lotions. cold creams. butter. cocoa buncr or mnrprins. 
Afrer ejaculation hold the rim o f  the condom to h e  base o f  h e  penis so i t  rtili not 
slip off. The man should pull his p n i s  our ofthe rapina befare cnmplnely 
losing his erection. 
Take offthe condom \\ ithou! spilling the semen on the vaginal opening. 
Thro\\- the condom in a toilet. h.~m it. or bun it. hi not leave it \them 
children  ill find it and pi:! with i t .  Do not u u  a condom more than  once^ 

If a condom breaks: 
c Immediately insen a spermicid: into the tagina. ifspermicidc' is a\ailable. 
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c Some clients ma) want to use emergency oral contraception to prevent 
pregnancy. 

Tips on Caring for Condoms 
Store condoms in a cool. dark place. if possible. Meat. light. and humidity damage 
condoms. 
If possible, use lubricated condoms that come in square wrappers and are 
packaged so that light does not reach them. Lubrication may help prevent tears. 
Handle condoms carefull). Fingernails and rings can tear them. 
Do not unroll condoms before use. This ma! weaken them. Also. unrolled 
condom is difficult to put on. 
Always use a different condom if 

- torn or damaged packaging 
- manufacturinp date on the package that is more than 5 years old 
- condom is uncven or changed in color 
- condom feels brittle. dried out. or very sticky 

Explain specific reasons to  see a nurse o r  doctor 
Urge clicnts to return or seen doctor or nurse if they or their sex partners: - have symptoms of STDs such as  sores on the genitals, pain when urinating 

or a discharge (drip) 
- have an allergic reaction to condoms (itching, rash, irritation) 
- other specific reasons to return: tired more condoms. dissatisfied with 

condoms for any reason: have any questions or problems. 

Routine Return Visits 
1. Ask if the client has any questions or anything to discuss. 
2. Ask the client about his or her experience wit!) condoms, whether the client is 

satisfied, and whether the client has any problems. Is the client able to use a 
condom correctly every time? Also. !ou can check ifthe client knows how to use 
a condom: ask the client to put a condom on a model or a stick. Give any 
information and advice the: the clicnt needs. If the client has problenls that cannot 
be resolved, help the client choose another method. 

IMPORTANT: urge clients at risk for STDS including HIVIAIDS to keep using 
condoms despite anv d~ssatisfaction. Explain that onlv condotns protect against 
STD during ses. 

3. If clients are satisfied: 
- Give them plenty of condoms 
- Remind them to return if they or their sex partners have symptoms of STDs, 

such as sores on the genitals, pain when urinating, or a discharge (drip), or 
are dissatisfied with condoms. 

- Give clients spermicide ifthey want extra protection. Counsel about 
spermicide use. 

- Invite them to return again at any time that they have questions or concerns. 
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Definition 
A method o f  preventing an unwanted pregnancy after intercourse has taker! place 

Mechanism of Action 
Causes tempor- changes in the ovaries. fallopian tubes. and endomctrium. Probabl? 
works by pre\cntin_e implantation o f  an embryo. 

Effectiveness 
%%en used within 72 hours o f  unpmtected intercourse. most methods arx a: ieav "?o 

effective in pre\entinp a preyran:). Sote thar rhis is  not 100°n pmrcctii\r.! 

indications for  KK 
Provides some measure ofcontraccption if taken uithin 72 houn o f  unpmltireJ 
intercourse 
X l a ~  he used \\hen barrier methods fail. it. rupture c f  a condom 

Disadvantages o f  Use 
Must be used within 72 houn o f  intercourse 
Often causes nausea (30-60°/0) and von~iting (12-2006). which ma! reduce 
effectiveness o f  the method 
Is not 1000.6 effective - pregnancy ma? ail1 occur in up to 259.0 o f  cases. 
Effect o f  high dose hormones on developing embryo ( i f  pregnant? occur) is 
unknown. although no definite risk to fetus has been observed. 

Administration o f  Emergency Contraception 
Confirm that unprotected intercourse during a potentiall? fenile period (ie. client not 
within 5 days o f  completing menses) has occurred within the pas! 72 hours. This 
m e t h d  should not be used i f  more than 71 hours have elapsed. 

Two tablets each containing Ethin>l Esmdiol0.05 mg and DL-?iorgearelO. mg 
(Ovral). are ingested I 2  hours apart for a total o f  -1 tablets 
Provide oral anti-emetic (promethazine 25 me. metoclopramide 5-10 mg.) 30 
minutes prior to each o f  two doxs. 
The woman sho~lld have a menstrual prriod within the next 21 day.  If shc does 
not, she should be examined with appropriate laboratov testing for pregmcq. 
As an alternative for those women who want immediate as %ell as long-term 
contraception, an IGD may be inserted within 72 hours o f  intercourse. after ir is 
determined thar the woman is  not already pregnant and has no other 
contraindications to an IUD (see section on IUD) 
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Other COC which can be used for the Yuape iMethod of Emergency 
Contraception* 

Trade Formulation Number of Pills Taken 
Name With Each Dose - 2 doses 

12 hours apar t  
Ovral 0.05 m of ethinvl estradioll 0.50 2 

mg of norgesrrsl 
Lo-Ovral 0.05 mg of e th in  I eslradioll 0.30 4 

mg of norgestrel 
Nordette 0.03 mg of ethinyl estradiol l 0. I5 4 

mg of levonorgestrel 
Levlen 0.03 mg of ethinyl esrradiol l 0.15 4 

mg of levonorgestrel 
Triphasil (Yellow pills only) 4 

0.03 mg of ethinyl estradioll 0.1 25 
mg of levonorgestrel 

Trilevlen (Yellow pills only) 4 
0.03 mg of ethinyl estradiol 1 0.125 
tng of levonorgeslrel 

Microgynon 4 
Lofemenal 4 
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BREASTFEEDING 

LE.ARNlNG OBJECTIVES 
Reinforce the imponance of hreastfwding for the health otthe :hi12 2nd x,>ther 
Identif? and manage the most colnmon problems nnsd \\ilk hreasti.-sl!n; 

TEACHISG STR4TEGIES 
Introduce the "Ken steps for sucsessiili breastfeeding" \lhiule de\e!q-:J h? 
USICEF. 
Group discussions. case studies. pair practice and role-pla\s ic rzint<>rce -hiils and 
sham insights among participants. 
Exercises in case management to pankipants to amplfle inde~ndr'nti\ 

MATERIALS k\Il EQLTPMENT SEEDED 
Health education pamphlets 
Infant formula advmising material for demonstration 
N-hite board or flip shan and marSrrs 
The ten steps-chan (LYICEF) for successful breastfeeding 

LEARNING POI3T.5 
Imponanw ofbreastfeeding to child survival 

Breast milk niore easily digested 
Less chance of contamination with bacteria 
Lower incidence of dianhes and dehydration 
Contains all essential nutrisnts for infant 
Gives improved immi~nity m viral and bacterial infec:ions 

= Promotes psychological securip and emotional bonding nith mother 
Breast milk is iree - no expense required 
Provides natural binh spacing to improve m a t m l  heallh and nell-being 

Antenatal preparation - Promotion of breastfixding and counseling should begin prior to deli\a) 
Questions and concerns regarding milk adequac!. maintenance of fmaic  
figure. a b i l i ~  10 \to& and breastfeed. etc. should be addmsed 

Lactation management 
= Analomy and physiolog? 

c Milk produced in the breasl glands in the periphq of the breaa 
= With "letdown reflex". milk moves from glands into ducts of bmasl 
o "Letdown retlex- is mediated by senx o f s e c u r i ~  and relaxation of 

mother - effect on hypothalamus to stimulate release of prolactin hwn 
pituicar) gland 

o Suction of infant pulls milk from ducts into mouth 
= Important elements for successful breastfeeding 

o Personal end cultural commiment to breanfeed 
o Adequate nutrition for the mother - balanced din of at least 2200 

kcal.ida)i 



o Adequate hydration for mother - approximately 1.5 liters!day of  water 
is best 

o Unscheduled time and relaxation of mother is essential to successful 
"letdown" of milk: especially with first feedings 

o Avoidance of overwork or emotional stress 
o Avoid offering any supplemental food or fluids in a bottle for first 6 

months - any bottle can cause "nipple confusion" by bab!, and result 
in decreased demand and decreased milk supply 

o Mother must be willing to feed on the baby's demand 
The first breastfeeds 

o Important to begin breastfeeding within first 30 minutes of deiiver) - 
ideally within first 5 minutes 

o Immediate breastfeeding results in release of oxytocin. a.hich causes 
uterine contraction and decreased uterine blood loss 

c Multiparous mother may notice painful uterine contractions with 
breastfeeding - she sl~ould be counseled regarding value of  this and to 
continue breastfeeding 

o Mother may notice small volume of milk for first 3 days - she should 
be counseled that colostrum provides all that baby needs for first 3 
days. and that milk volume will increase dramatically on 31d-4Ih day 
postpartum 

Counseling for common breastfeeding problems 
Not enough milk 

o Be sure that mother is taking adequate time to feed baby. that she is 
rested and relaxed. If working. she may need to decrease amount of 
work 

o Confirm adequate diet (2200 Kcal.iday) and fluids (I .5 litergday) 
o Encourage mother to breastfeed somewhat more often -minimum of 

every 3 hours for 2-3 days to increase milk supply 
The employed mother 

o Mother should try to negotiate with employer to allow time for 
breastfeeding (go home every 4 hours if lives close, bring baby to 
work, etc.) 

o May be able to work fewer hours (4-6 hourstday) during first 6 months 
to allow for breastfeeding 

o Express milk before and during work, and refrigerate or freeze in 
sterilized bottles. Counsel mother to wash hands and sterilize (boil) 
bottles prior to expression of milk. Leave expressed milk with 
caretaker 

Sick babies 
o Babies should continue to breastfeed while ill. If too weak, breast milk 

should be expressed and given with a spoon or bottle 
o Babies with an upper respiratory infection should have their nose 

cleaned with normal saline drops frequently, especially just before 
breastfeeding 

Drugs and breastfeeding 
o Mothers should be encouraged not to take medications during 

breastfeeding, unless absolutely necessary. 
o in general, medications such as paracetamol and most antibiotics are 

safe for breastfeeding mother to take 
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o A l l  medications taken by a breastfeeding motha should be checked 
against a known reference to assure safety. - Engorged breasts 

o Llsually noted only days 3-6 postpartum 
o Can be so tense that infant has difficulv latching on ~ i t h  mouth 
o May express a small amount manually prior to latching on 
o Feed baby somewhat more frcqucntl? (every 3 hours) for 1-2 days 
o Encourage mother that milk supply wil l  match baby's demand within 

first 1-2 weeks 
Cracked or sore nipples 

o Usually occurs at onset o f b d e c d i n g  
o Mother can prepare nipples hy dail) marsage during prenatal period 
o Counsel mother to completely dry nipples immedia~ely after 

breastfeeding. and to apply a mild lubricating lotion several t i m a  daily 
o May apply m a l l  amount o f  breast milk to nipple after fecding 

Inverted nipples 
o lnvened nipples should be massaged and pulled gentl? during the 

prenatal period 
o Counsel mother to pull back on breast tissue just above nipple prior to 

baby latching dnto nipple 
c Mother ma) h: able to express some milk manually prior to  latchins 

on. to make nipple more accessible 
Mastitis 

o Usually noted as a tender. red. painful triangular area in one breast 
o Most onen caused b? infection with Sfaoh. Aureuc 
o Mother should continue to breastfeed from infected breast to promme 

drainage. Milk from an infected breast does not h a m  child (bacteria 
denroyed by saliva and gastric acid) 

o Warm compresses. gentle massage o f  obsuucted dun and brassiere 
suppnn are helpful 

o For definite inkction. begin anti-staph antibiotic. such as: sloxacillin 
250 - 500 mg even 6 hours. eiyhromycin 250-500 mg e v q  6 hours. 

PREVEhTIOS lSSCES I S D  HEALTH EDUCATlON MESSAGES 
Adolescents education on the imponance o f  breastfeeding 
First tkd within 30 minutes after delivery 
Feeding on demand 
\lass media and legis:atior, against breast milk substitutes advenisemenls. and 
subsidies 
Risks r f  bnnle-f-eding 

CRITICAL ELEMENTS FOR REFERRAL 
Severe malnutrition o f  baby 
Dehydration 
Breast abscess 

Breastfeeding 



CASE STUDY 
Rema is a 32-year old lady who has 4 children. The youngest is aged 3 years who 
developed severe malnutrition and chronic diarrhea due to cow's milk protein 
intolerance. Rema is 24-weeks pregnant and believes that breastfeeding her coming 
baby may avoid her the proble~ns she had earlier. She visits the health center for 
antenatal care and advice related to breastfeeding. 

Topics of discussion regarding case studies 
1. Why is breastfeeding important for her baby? 
2. How can she successfully breastfeed after 4 other children on bottle feeding? 
3.  What antenatal preparation should be done? 

CASE STUDY 
Mrs. Khadija Ahmed, 35 gears old housewife delivered 3 days ago vaginally, her 
baby was premature and so be was kept at the special care baby unit. 
His mother wanted to breast-feed him but the doctors wanted the baby not to have 
breast milk till the result of laboratory investigations are ready. 
Her breasts are getting sore and heavy. 

Topics for discussion regarding this case study: 
I .  What important additional medical elements of the history should be asked'? 
2. What important additional elements of the physical examination should be done? 
3. What is an appropriate plan of management for this patient at this point? 
4. What counseling point would be most appropriate for this patient at this point? 
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Low Milk Suppl?: lncrraw frequent? of Dirorrrinuc an! i d i n g s  
bre~stfeedlne~ olher than b t i r c d i n ~ .  i 

Poor iniant weighr Bredstfeed . 
gain. cxciusi\.ely day and 
Number ofwet night. on demand D! 

diapm fewer than 6 infant. . 
per day. Correctly position the 
Sucking not bab! on the breast. 
satis&ing infant. Enmurage famil) . 

memkrs to help with 
howhold Qsk like • 

cooking. sleming. 
and shopping. 

Breaj:<d infant frcqurnlly. 
da? and ni*; inr- 
ircq?mr: o i  f d t n g .  
W d c  :jr dihional 
feedings if infant s leep 
thmu*. ihc night. 
\ l i e  sum infmt takes 
breast into m t h  corn-11). 
\lonltor tafml \\eight pain. 

Sore Cracked Nipples: Cor;a-I:? position the Appi: drops of brcarrmik 
Breas! or nipple pain infant on IIU breast to ni;rgla md aliow m air 
Cracks in the nipple for feeding. d~ after fcrding. 
Occasional bleedin% . Remove infant from \laic sure infant takes the 
Nipp leskome  the breast b! breasl inm & comedy. 
reddmed breaking suction with € 3 6  smion r+h a finga 

?our finger first. k f o r r  -ring infant from 
lncreax fraluenc) of b!. 
brcart lding.  A!tmatr m h t ' s  pornion 

for feeding m cbangc Expose breasts to air 
to .I?? thoroughl! praure  p i n u  on nippks. 
after each feed Expmcbraarstoair. I 

sunlight: keep nipples dry. 
App!? ice m n*ks a h  
k a 5 t r c c d i  

I 
I Bqir: brcastfdmg on t t ~  

side that h u m  less. 
DO NOT stop 
b r r a u d i  rced 

i 
froquen@ bur for zbona 
pcricdsoftimr 
I f w ~ m l y  a a c k d ,  .pply 
o i n m t  with anti- 
inflammntar).. antipruritic 
vavKonmictionpopcnia 
nr ioe a day; mnovc befur 
a - h  f d .  
Alrmativcl). apply ABD 
ointment or Vimnia. E Ihc 
oinrmcnt Qo not have m 
be m o v c d  before infgll 
f&. 

' LAM ( L W U u l a l  Amenonhen W h o d l  A Postpartum Temporary Conbecep,r*e OphDn lor 
Women Who Bmam.eed (2000) T n ~ n ~ n a  Modulc hx Wertlh and FamN Punnm Servlec 
Prowden Linkages 
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Engorgement: 
Nipples and areola 
full and not possible 
to flatten for infant to 1 attach for feeding. 
Breast skin tight. 
Breast full and firm to 

! touch 
i 

I i 

Breast pain. 
Generally not feeling 
well. 
Redness in one area 
of the breast, swollen, 
hot to touch. hard 
with a red streak. 
Fever (at times), flu- 

I like symptoms. 
i 

Breastfeeding 
frequently day and ~ 
night. 1 .  

Hold nipple tlat ~ 
between thumb and ' 8 

fingers to help infant i 
anach correctly to the ! 
breast. 
Avoid tight 
brassieres. I .  

I 
Avoid sleeping on : 
stomach. 1 
tise a variety of 
positions for holding ~ 
the baby to change 
points of pressure on 
breasts. ! :  

Apply heat before start of 
breastfeeding. 
Massage breasts before i 

breastfeeding. 
Gently manually express 
small amounts of  breastmilk 
to soften the areola so that it 
can he flattened for infant to 
anach correctly. 
Place thumb and fingers at 
the junction of the areola 
and breast; flatten areola to 
encourage infant to take the , 
entire nipple and areola into 
the mouth. 
Wear a supportive bra. 
Take warm showen and 1 

manually express milk 
before or after 
breastfeeding. 

i 
Cold compresses and pain- , 
relievers may help if 
swelling has extended up 
chest and under arms. 

frequently day and 
night. 
Hold nipple flat I 
between thumb and j 

Seek medial  care for 1 
antibiotic treatment (10-14 ' 
days). 
Apply heat before the start 1 
of breastfeeding. 
Massage the breasts before 
breastfeeding. 
Continue feeding on both 
breasts starting on the I 
unaffected side. 
Breastfeed frequently. ~ 
Increase maternal fluid 
intake. 
Apply cold compress or 
warm pack to breasts after 
feeds. 
Encourage maternal bed , 
rest. 
Wear a supportive bra. 1 

fingers to help infant 
attach correctly to the 
breast. 
Avoid tight bras. 
Avoid sleeping on 
stomach. 
Use a variety of 
positions for holding 
the baby to change 
points of pressure on 
breasts. 
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MENOPAUSE 

LEARNLYG OMECTl\'ES: 
Diagnosis o f  menopausal signs and s>mptoms 
bnderstand the risks and burden o f  Ions term effects o f  estrogen defi<ien;? 
Approprlate management o f  emonen replacement therap! 
Communicate to patienis nxsisar! Inesagrs in undersmding. pre\enti~w and 
control o f  osteoporosis and corona? hean disease 

TEACAlSG STRATEGIES: 
Re\ie%v ofproper histop taking in the menopausal woman. includ~ng p e n t  
sqmptoms. medical and famil! history. 
Use lecture presentation for didactic material and large p u p  discussion for 
counseling the patient and nzighlng the benefits and risks ofhormon3l 
replacement therapy. 

MATERIALS A??) EQUIPMENT 3EEDED: 
Uhite board for summarizing major p a n s  
Oberhead pro.iector and transp3rencles 
Different pack5 o f  hormona! rcp13cement therap? for demonstmion 

LEARNIYC POI.1TS: 
Definitions related to menopause 
* Menopause - point o f  permanent cessation o f  menstmal acti\it! 

Perimenopause - indefinite pcriod o f  declining and flucnlating estmgen letels 
preceedinx the menopuse 
Postmenopause - period o f  time fmm m v l t i o n  o f  mennrual activil! to end of 
life 

Initial signs and symptoms o f  menopause - short-term estrogen deficient) 
Hot flashes 

= Sleep disturbances 
* Depression 

Sexual dysfunction and dyspareunia 
Urinav incontinence and increased incidence ofurin* t n n ~ ; ~  infal ion 
Vaginal irritation and dqness (atrophic vaginitis) 
Skin chanees - 

Long term effects of estrogen deficiency 
9 Osteowrosis (relative loss o f  calcium from bone 

perhaps a slight increased risk o f  Alzheimer's disease 
Benefits o f  hormonal replacement therapy 

Decrease in vasomotor synptoms o f  hot flashes 
Protective effect o f  progesterone on endometrial canca - Prevention ofcalcium and bone loss and deed owarporosis 
Improvement in urinary syn~ptoms such as frequent UTI 
Improved lubrication and decreased pain with sexual activir? 
Decreased risk of colon or rectal cancer 



Risks of hormonal replacement therapy 
Endometrial cancer, if estrogen only used without progesterone 
Thromboembolis~n - slight increase in coagulability of blood 
Slight increase in risk of certain breast cancers (increase of  8 cancers/l00,000 
aomenlyear) 
Slight increase in risk of cardiovascular disease. especiall) myocardial 
infarction and stroke (increase of  8 heart attack or strokei100.000 
aomenlyear) 

* May cause some sodium and fluid retention 
Can cause enlargement of fibroid tumors of uterus 

Management of menopausal symptoms 
Contirtn menopause (presence of typical symptoms, no menstruation for at least 

4-6 months. FSH level > 35 
Goal of treatment - restoration of normal function. and decrease in some risk 

factors of aging 
Begin with lifestyle modification and improvement: 

o Regular, aerobic exercise - 30 minutes daily 
o Balanced diet with adequate fruits and vegetables 
o Begin calcium supplementation (milk and yoghurt dailj, calcium lam. 

Daily) 
o Weight loss if BMI > 30 
o Stress reduction 
o Stop smoking 

Estrogen replacement thcrapy 
c Confirm absence of conrraindications to estrogen therap?: 

- Estrogen dependent breast cancer 
- Undiagnosed vaginal bleeding 
- Uterine or ovarian cancer 
- Large fibroid tumors of uterus 
- History of thrombophlebitis or thromboembolism 
- Severe hypertension 
- Heart disease with cardiac failure 

o May use conjugated estrogens (cheapest and most easily available) or 
synthetic estradiol preparations 
- Esnadiol available in tablets, cream, or patches (I - 2iweek) 

o Estrogen alone - used ONLY in women after hysterectomy (0.625 - 1.25 
mglday conjugated estrogens) 

o Estrogen with cyclic progesterone 
- Used in women who want or do not object to cyclic vaginal bleeding 
- Cyclic regimen - 0.625 - I .25 mgiday conjugated estrogens on day 1 - 

25. with medroxyprogesterone 10 mgiday on day 15 - 25 each month, 
and no medication day 26 - 30. Some vaginal bleeding usually occurs 
day26-31.  

- Alternative cyclic regimen - 0.625 - 1.25 mglday conjugated estrogens 
on day 1 - 30. with medroxyprogesterone 10 mgiday on day 1 -12 each 
month 

o Combined estrogen and progesterone 
- May result in some irregular vaginal bleeding for the first 1-3 months, 

but then bleeding stops 
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- d v a n t a p  i s  that woman can develop habit o f d i n g  the m e  n \o  pllls 
each da) 

- Combined regimen - 0.6'5 - 1.15 mgday eonjugared esnrpen5 and 
mcdros~progesterone 2.5 mg dail?. on continuous basis 

Xlonitoring o f  estrogen replacement therap! 
o Woman should be evaluated at I-: months alier beginnin; therap).. and at 

leas ever?. year after 
o Follo\\up should focus on follou ing elements: - Improvement i n  menopausal s?mptoms and restoration 0: lirnction 

- Absence o f  vaginal bleeding 
- Monitor blood pressure and edema 
- Breast esamination and marnmogmm 
- Continued patient education regarding menopause ant need :+r !it- 

s ~ l e  changes 
o Because risks ofhean anack and moke appear to increase sigtilicantl? 

alter ?-5 yean o f  use. encourage women to discontinue es~r~yen  
replacement therap! alier !-3 !ears oiuse 
- \la> s a  itch to iocai cstrogcn cream I I 2 applicatar tni;c a d I )  in 

vagina) for prevention o f  urinan s?mproms and d!spanrnia 
- Vasomotor s)mptoms (hot flashes. sleep disturbance) less intense 3-5 

yean after menopause 
Androgens - ma! be occasionall? added to enrogen replacement 13 increase 
libido in \\omen who complain o f  decreaxd sexual interest 
Non hormonal medication - occasionall? used to help control hot flashes in 
women !n ho cannot lake estrogen replacement - usuall) a combination of an 
ergot preparation and anti-spasn~odic. Large amounts ofso) prr-rein ma! also 
give some benelit in s!mptoms 

CASE STUDY 
Name o f  patient Fatemah 
Sex Femaie 
Date o f  Birth 24 Scptemhcr 19% 
Date o f  visit 5 April 0 0 0  

Vital Signs pulse 82 min 
Bcp 120'80 
weight 56 kg 
height 168 

Medical History: She is complaining o f  hot flashes. forgetfulnes sleep 
disturbances associated with nervousness. in the Ian three m o n k  
Upon questioning, she has regular periods. uses barrier contraception and had her Ian 
smear 2 years ago. She has no u r i n q  s!mtoms. 

Physical esamination: Abdomen is soft and la\ 
Pelvic examination revealed nothing abnormal. 
Topics o f  discussion regarding casc srudy: 
s What additional elements in the hinor\. should be asked? 

What additional elements in the examination should be done? 



What is the appropriate plan of management? 
M'hat counseling issues sho~ild he raised with the patient? 

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION 
Ccrrect identification o f  cstrogen deficiency s>inptoms 
I<nowledge o f  risks. benetits. and contraindications to hormone replacetnen~ 
therapy 
.Appropriate counseling. life st! Ic. exercise and possible HRT combinations 
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PROTOCOL FOR MANAGEMEPIT 

Initial Asmment  
A. Counseling 

&gin by age 45 and revies annually 
Assess risk of c o m n q  hem disease (CHD). osteoporosis. beast cancer 
Emphasize diet. lifesnle exercise to reduce risks of coronap an- di- 
(CAD). osteoporosis 
Distribute nrinen information about menopause and hormonal replacement 
therapy 

B. Clinical exam: 
Blood pressure (BP). neight height, pelvic exam. breast exam. General health 
risk assessment 

C. Referrals: 
abnormal vaginal bleeding 
for (HRT) guidance with fibmids. endomeuiosis and p m i m t  slmptoms 

Hormone Replacement Therapy (HRT) 
Connaindications: 

Absolute: undiagnosed bleeding. presnancv 
Relative: personal histon of breast. ovarian. endomevial cancer: fibmid rumors 
of uterus, -pal history of phlebitis or thromtrormholim. hpxtension 
qmptomatic hean disease 

%%en to initiate tmT: 
Sjmptomatic: 

Depends on severity of s?mptorns. menopause not firml? established until 6-12 
months after cessation of menses. 
If still menstruating: low dose OC if nonsmoker (check FSH q 12 month h e  in 
placebo week and begin HRT when FSH > 31). 

Asymptomatic patients for prevention: 
6- 12 months after cessation of menses 
Immediately after oophorectomy 

Treatment alternatives: 
Treat 1-3 years. then rr) to taper (in patients with relative risk factors for long- 
term use) 

0 .  Oral hormonal regimens: 
= With uterus: 

c Conjupated csmgen or csterified m g m  0.625 mg - 125 mg. daily 
with cyclic mcdrox~progmerone acetate 10 mg days 1-1 2 

s Conjugated estrogen 0.625 mg - 1.25 mg. and mcdrox>pogcstcmne 
acerate 2.5 mg QD (best tolerated in women amenomkic for at kast 
one year) - Without uterus: 

c Conjugated or esterified m g e n  continuously. 0.625 mg - 1.25 mg. 
daily. 

Estrogen patches: 



o With uterus: Estradiol patch, 0.05 mg once a week with cyclic or 
continuous medroxflrogesterone 

o Without uterus: Estradiol patch 0.05 mg once a week. 
Intravaginal estrogen cream if vaginal dryness is noted, and HRT is refused bq 
patient 
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OSTEOPOROSIS 

L E A R N ~ G  OmcTnZs: 
Identi& risk facrors for osteoporosis 
Describe signs and symptoms. and iomplicalions of oneoporosis 
Know ho\\ to pre\ent and manage oskoporosis 
Knen when to refer !our ptienl 
Counsel and educate >our famil! 

TEACHISG STRATEGIES: . Large group dizussion 
Small group discussion 

kL4TERIALS SEEDED: 
U'hiteboard 
Flipchan and markers . Overhead projector and transparencies 

LEAR\TSG POlhTS: 
Definition of Osteoporosis - "Bone mineral density subsantiall? less than the nonn for the patient.> age 

and gender.' 
9 Found in 30 - 40?0 of all adul~s ober 60 years of age 
Risk factors for osteopomsis 

Fair skin. small bone structure 
Female - post menopausal 
Late menarche and early menopause 
Prolonged amenorrhea due to an) cause. including m~~ltiple prcpancics 
Chronic systemic disease ( h e r .  renal. hean) 
Anhritic s>ndromes - Hpxth?roidism or paraU!!roid disorders 
5ledications such as anticon\ ulcantr anEcids. c~icostemids  
Smoking. s m n  
Lack of regular exercise 

- Lack of vitamin D or calcium in diet 
Osteoporosis signs and symptoms. and eomplicalions 

Often very few initial s i p s  or s?mptoms of early or evm severe osteopfosi~ 
Mon commonly. first s\mptom is a fracture 

= Mon common fractures - hip. f o m .  thoracic or lumbar wmcbrae - usually 
after a minor fall 

= Decreased independence and need for care is major complication of 
osteopomtic fractures in the elderly 

Tests for osteoporosis 
= %Ion definitive test is bone densitomen). - q u i r e s  special machine. but bs4 

for long-term follo\v-up of therap) 
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Osteoporosis can be suspected on simple X-rays of spine or extremities 
diminished bone density and old fractures clearly seen 

Prevention of Osteoporosis 
= Prevention of most effective \\a! ol'deaiing with osteoporosis. since it is a 

slowly progressive. potentially reversible process of agins 
* Initial measures to recommend in all older adults: 

o Regular physical exercise - walking or swimming daily 
o Stop smoking 
o Take calcium 1 gm daily and Vitamin D 600 - 800 IU daily 
o i f  under treatment for hypertension, consider using a diuretic (to 

conserve calcium as well as lower blood pressure) 
In inenopausal or post-menopausal women without significant 
contraindications, consider hormone replacement therapy (as discussed in 
Menopause section) 

Treatment of established osteoporosis 
Hormone replacement therapy can restore to a small extent lost bone densit). 
In severe cases (especially \\ ith history of fractures) may need to add a 
medication 

o Bisphosphonate such as Alendronate 10 mg. daily 
Must be taken with large glass of water in upright position - 
stay upright for at least 30 minutes atier taking medication 
14a.ior potential side effect of Alendronate is esophageal 
irritation and ulceration - minimized nith above precaution 
Use of bisphosphonate suih as Alendronate can increase bone 
mineral density as much as 5 - 1096 more than hormone 
replacement therapy 

o Calcitonin is another mcdicatioli (from the thyroid gland) that helps 
deposit new calcium in bone 

Disadvantage is it requires injection or nasal inhalation 
Used only in severe cases of osteoporosis. or in case of 
intolerance of hisphosphonates 

PATIENT EDUCATION MESSAGES 
Osteoporosis is a silent part of aging, but tlie cause of significant disability 
Fractures of osteoporosis can be decreased with simple changes in life style and 

, medication 
All women with risk factors for ostcc~porosis should consider heginning liormone 
replacement therapy if no contraindications exist 
All men and women with risk factors for osteoporosis should consider taking 
calciuni and Vitamin D sitpplemcnts regularly. 

CRITICAL ELEMENTS FOR REFERRAL 
Significant fracture in the elderly 
Multiple risk factors for osteoporosis that may require bone density measurement 
and bisphosphonate therapy 

Osteoporosis 
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BREAST DISORDERS 

LEARNING OBJECTIVES 
Significance and evaluation of breast complaints 
Epidemiology of breast diseases 
Describe the diagnostic evaluation and initial management ofbreast lumps 
Review the benign breast disease. its etiology and treatment 
Screening for cancer of the breast 
Identify high risk groups for breast problems 

EQUIPMENT AND MATERIAL NEEDED 
Over head projector 
Flip Chart and markers 

LEARhTVG POINTS: 
Breast pain (mastalgia) 

Very common in pre-menopausal women 
May be cyclic (60% - related to menstrual cycle) or non-cyclic 
Common causes of cyclic breast pain: 
o Hormonal changes 
o Fibrocystic breasts 
Common causes of non-cyclic breast pain 
o Costochondrititis 
o Chest wall pain 
o Trauma 
o Breast cancer 
History and evaluation of breast pain 
o Age of patient (generally nonmalignant in patient <40 years) 
o History of trauma breastfeeding 
o Relationship to menstrual cycles 
o Relationship to movement of arms or chest wall 
o Palpation of breast - presence of nodularity, tenderness in breast, breast 

mass 
o Palpation of chest wall - presence of tenderness in chest wall 
Management of breast pain (no masses palpable) 
o Cyclic - properly fitted brassiere. low fat diet, caffeine avoidance, Vitamin 

E supplementation, mammogram in women >40 years, consider low dose 
oral contraceptives if appropriate 

o Non-cyclic - NSAlD for chest wall tenderness, mammogram in women > 
40 years 

o Refer to specialist if no relief from above measures 
Nipple discharge 

Bilateral discharge - non-bloody 
o Common causes -physiologic (post breast-feeding), medications (anti- 

psychotics, Aldomet, cimetidine. antidepressants, oral contraceptives), 
nipple stimulation, irregular menses 

Breast Disorders 
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o Dangerous causes -tumor of pituitar) (headache. high prolactin. irrqrmlar 
menses), thyoid disease (hypohyoidism) 

o Evaluation -should alrvays include complete breast palpation. and 
mammogram in women s 10  years absence of blood in dirchrge 

o Management - modifi medications. reassurance 
Unilateral dischar~e 
0 Common causes if non-hloed! -du:ol papilloma di~!al ect2>1a. 

tibrocystic breast disease. eczema 
o Dangerous causes. especiall\ if h i m  - ductal or breast cawnoma 

eczema Paget'r disease (malignant di- of nipple) 
o Evaluation - should al\vays include complete breast palprion. and 

mammogmm in \\exen , 10 >ears. \la) require surgical e\ci%ion o i  
invol\ed duct. Yote - c!ro!ogy of hrcaa fluid xer? rarel) helyfu!. unless 
discharge is blood! 

reast 1113~s 
Significance of breast mass in an) \roman: 
o Take it seriously in a n  age woman 
c Folio\\ up closel? and often 
o Learn about possibilities ofthe local rerenal 
o Communica~e closely and carefull) with patient 
o Physician must be rhe patient's advocate through h e  \%hole process 
Common causes in \\omen < 10 - fibrocystic changes (single or mulripk c?3ts 
ven common). fibmadenoma. pre\ious scar from trauma or infection. hreasl 
cancer (less than 100o risk j 
Common causes in \\omen > 40 - hreaa c? st. brcan cancer 
Risk factors for breast cancer 
o Unilateral. non-cyclic pain 
o Unilateral. bloody nipp!e diuharge 
o .4ge > 10 
o O b e s i ~  
o Nullipari~ 
o Absence of history of breast fecding 
o Family hinor) of breast cancer (especially 1': degree relati\es) 
o History of endometrial or ovarian cancer 
History in woman with breast mass - ask about: 
o Age - risk of cancer w r e r  if > 40 years 
o Pain or tenderness ro palpation - more common wvih s ~ t s  than uith 

cancer 
o Nipple discharge - unilateral or bloody discharge suggests papilloma ma) 

be benign or malignant 
o Similar, mirror-imaye mass in oppcsite breast - sugge~l~ benign 

fibrocynic discaw 
Palpation of brean mass 
o Technique - use flat pan of fingers. use pmvder or soap solution lo allow 

fingers to slide smwthl? over skin. palpate b in syncmatti iashion tc, 
not miss any pan check nipples for discharge or skin changes 

o Always palpate axillap !ymph nodes (palpable nodes suspicious for 
cancer) and axillar) tail of breast 

o Findings suggenive of malignancy - 5ingle masr immobile. fixed to chest 
wall. rock hard. irregular bcrders. overlying skin changes of rhickening or 

Breast Dimden 
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dimpling or redness. non-tender to palpation, palpable lymph nodes in 
axilla 

o Findings suggestive of benign mass - multiple masses, similar mass in 
opposite breast. tender to palpation. mobile, smooth borders. dense but not 
rock hard 

Evaluation of breast mass - Triple diagnosis 
1. Breast palpation (clinical breast exam) 
2. Mammogram 
3. Fine needle aspiration (FNA) with cytology of aspirate 

o Ultrasound often used in addition, especially in younger women. to 
evaluate for possibility of breast cysts 

o In general. any \vorn311 with a palpable. dominant breast mass must be 
referred to specialist to begin triple diagnosis process. 

o Any abnormality in any of three parts of triple diagnosis should be further 
evaluated by biopsy -core needle or opeti biopsy 

o A woman > 40 years: with a negative triple diagnosis. or with a negative 
biopsy, should be reevaluated with mammogram every year. 

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES: 
Breast cancer screening is important, especially in women with one or more risk 
factors 
Screening in women < 40 years - teach Breast Self-Examination (BSE), clinical 
breast exam every 1 to 2 years by physician or midwife 
Screening in women > 40 years - teach BSE, clinical breast exam every year by 
physician or midwife, mammogram every 1-2 years beginning > 50 years of age 
Emphasize that: 

All lumps are not cancerous. but do need to be evaluated for possible cancer 
Important to seek out medical advice if lump is detected on BSE 
Men and adolescents can occasionally get breast cancer 
Breast cancer detected in early stage can be cured >90% of cases 

CRITICAL ELEMENTS O F  COMPETENCE FOR EVALUATION 
Signs of possible malignancy in a breast lump 
Understanding the importance to do a physical examination of the lump 
Proper method of examination of breast by provider 
Proper method of teaching Breast Self-Examination (BSE) 
When to refer to a specialist 

Breast Disorders 
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Attachment 1 
Breast Examination Guidelines 

I .  General Approbch 
2. Appearance of Brews 
5 .  Feeling for Lymph %odes 
4 Feeling for Breast Lumps 
5. Examination of Nipples 
6. Self-Exam Guidance 

1. General Approach 
This section is written as if you were examining a woman's bream. To reassure ihc 
client, do the follo\ving: 

Provide good light. 
Explain the breas examination procedure to client and answer quenions. 
Keep the exam private. Have people leave the room. if not needed. Ii?ou are a 
man. you may want to have a female nurse or nursing xssinant in the room 
with you. 
Ask client to uncover her chen from waist up. so that you can see h e  w h ~ k  
area well. Give the woman a drape to cover herself. 
\\ash hands and dp completel! . 

As you examine: 
Purpose: toexamme breasts visually for: ssmmsm. identif: an? dimpled arras. 
localized skin changes. or nipple abnormalities. 

Explain to the climt what you are doing. Teach rhe climt and l e ~  her practice 
the se l f -em.  
If there are abnormal findings. bc sure to repon to a refenal doctor 

2. Appearance of Breasts 
Compare one side of the body to the other. 
Look at the breasts. skin and nipples. 
Look carefull> and ask the client to do the following: 
c Sit with arms at sides. 
3 Raise arms over head. 
c Lean over. with arms stretched forward. 
c Tighten chen muscles h! pushing plms of hands together. 

' If breasts are large. lift them up to see all areas of skin. 

Normal includes: 
Size and shape of bream may not be exactly thc same but are normal for 
the client. 
In adolescent girls. one breast may be enlarged more than the o k  or both 
breasts may appear qua1 size. 

Abnormal includes: 
Change in shape of breast. s k i  change such as rcdnen thickening dim 
or skin in any spot looks pulled in (retraction. dimpling. puckering). 



Nipples discharge or bleeding. 
Nipple change, such as if one nipple sticks out more than the other (elevation). 
if nipple turns inwards or rash. 

3. Feeling for Lymph Nodes 
Have client sit with arms at sides. 
Support the client's arms while ~ o u  feel in each armpit area for lymph nodes: 

o Insert your hand as far into the armpit as you can. 
c Press your hand against the chest wall, feeling for lymph nodes. 

Continuing to feel for lymph nodes, slowly remove your hand tiom armpit. 
Note lymph nodes, size. mobility and presence of tenderness. 

4. Feeling for Breast Lumps 
There are a number ofways to do this exam. Compare the way you have been taught 
with the follo\ving way that is recommended: 

Have the client lie down on her back with arms behind her head. If breasts are 
large, to make the breast lie flat. place a folded towel under the shoulder area 
on side you are examining? so that breast is tipped fonvard toward the center 
and flattened. 
Feel for lumps in each breast with you finger tips: 
o Place the flat part of your fingertips on the skin. 
o Press gently but firmly. 
o Use the middle three fingers to move the skin over the tissue underneath. 

Use a circular motion. 
o Pretend that the breast is like the face of a clock as you examine the 

ou:ermost part of the breast. 
G Begin feeling for lumps at the 12 o'clock position. Move to 1 o'clock. and 

move around the "clock." feeling for lumps. Include breast tissue near the 
armpit. It is normal to feel a ridge of firm tissue at the lower curve of each 
breast. 

o When you get back to 12 o'clock, move in an inch toward the nipple. 
Examine around the edges of a smaller clock. 

o Continue to feel for lumps in this way until you have examined every part 
of  the breast including the nipple area. 

To do a complete exam of large breasts. feel for lumps with the woman in 
other position in the next drawing. 
I f  you feel a lump, carefully examine and report to your referral doctor. 
Document findings on referral iorm: 

. o Exact location: make a drawing with an " X  where the lump is. 
o Size and shape: measure in mm. or  cm. 
o Is it tender to the touch? If so, check for other signs of inflammation or 

infection. Is it warn], red. swollet~? 
o What does it feel like? For example, is it soft: firm, hard? 
o It is mobile. or attached to something? 
Try to pick up or move skin over the lump: 
o Mobile Lumj  - skin moves over the lump or attached to skin (lump moves 

with the skin). Try to move or slide the lump over the tissue underneath it. 
o Fixed Lumo does not slide over tissue that is underneath it, feels attached 

to some thing or lump does not slide over tissue that is underneath it. 

Breast Disorders 
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If i t  is near thr i+ornm's perid. plan to recheck the lamp riph: aftcr Ihe perid 
ends and repn again ro Four r e f e d  dccror e\en if csam is rmmal. 

5. Esamination of Nipples 
If nipples arc turned innard (in\ened}. re ra manipvla~c her1 ro turn k k  cw: 

c G e n t l  press or puII on edze ofnipple 
=1 Abnormal ~ncludes if nip?!e reccnti! rumeif i r t u d  cn m sidr a d  21: 

cannot gcr ir to turn back oit. 
Check each nipple for dischxpc or blood. 

o h~j  around the edges of nipple (nipple line). 
o Gently squmzc nipple lrween >.our thumb and pinrer iingt-. 
c Abnormal includes di~harge  or b l d .  If a, C X ~ I T K :  

HOM much is there? 
U'har d ~ s  1'. [cok like (color. clcar or cloud). rhkk cr 
U hdt does it smeII iikc? 

6. Self-Exam Guidance 
Ensourage c!ienr tc 30 a self-exam: have her d t m m ~ e  kc\\ sfic i ? l  c . m i n c  
her beasts. Correct OF reinforce 3s necessary. 
Discuss findings of exminarion n irh client, 



Attachment 2 
Gzride/ii.~es. for Breast SeljlExam 

BREAST SELF- EXAiWlNA TIOAi (BSE) 
- 

A woman should have a clinical breast exam by her health pm\ ider 
at least once a year and should do a brcast self-cssm (RSE) once a 
month. BSE may help a woman dctcct a change in her brcast. 

1. While taking a shouler or bath. gcn t l  csplorc thc breast and 
underarm areas with finaerti~s. 

and contour of each breast. Gently squeczr both nipples and look for 
discharge. 

3. Lie with an arm tucked behind the head, and with the other hand, 
breast R' lumps, thickening or othcr changcs. 

USE OF FLVGER PADS 
Press with top third of fingers. Use the sarnc pnrter!] to feel cvery 
paR of the breasts. 

wedge 
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ABNORMAL UTERINE BLEEDING AND AMENORRHEA 

LEARNING OBJECTIVES: 
Terminology of uterine bleeding disorders 
Differential diagnosis of ahnonnal uterine hlcrding 
Evaluation and management of abnormal uterine bleeding 

TEACHING STRATEGIES: 
Interactive lecture 
Small group discussion 
Discussion of case study 

MATERIALS AND EQUIPMENT NEEDED: 
White board for summarizing major paints 
Overhead projector and transparencies 

LEARNING POINTS: 
Terrninolog! of uterine bleeding disorders 

Term Definition 
... ~.~ .. 

Menonhagia - Prolonged or excessive bleeding at regular intelvals 

Metrorrhagia - Irregular, frequent uterine bleeding of varying amounts but not 
excessive 

Menometrorrhagia Proionged or excesslve bleed~ng at ~rregular ~ntervals 

Poiymenorrhea - Regular bleedlng at intervals of less than 21 days 

Oligomenorrhea - Bleeding at intervals greater than every 35 days 

Amenorrhea - No uterine bleeding for at least 6 months 

lnterrnenstrual- Uterine bleeding between reguiar cycles 

Evaluation of abnormal bleeding - Key elements of History 
Age of patient (pre-menopausal, peri-menopausal, post-menopausal) 
Length of abnormal bleeding - acute or chronic or intermittent 
Is patient ovulating? 

o Ovulating - patient has Fymptoms such as cyclic mood swings, 
premenstrual breast tenderness. mild edema, pain \cith bleeding 

Abnormal Uterine Bleeding 



3 Not ovulating - long pcriods o f  amenorrhea with v q  irregular 
bleeding. and none o f  the above symporns 

Hinor) o f  bleeding disorders (frequent nosebleeds or bleeding p m k  iamil? 
histoc~ o f  bleeding problems) 
Sexual and reproductive histoq 

= C s  o f  con;raceptives (especiall: oral contraceplivcs. injectables or Sorplanr 
and IUD) 

Evaluation of abnormal bleeding -Key elements o f  physical examination and 
initial laboraton evaluation 

Vital s igns  esptciall) postural blood pressure changes suggestins 
h>povoiemia 

* Hean and lungs 
= Th?roid abnormalities (goiter. nodules. evidence ofh>per or h>pth:midism) - Abdomen -especially evaluation of liver and possible hepatic disease 

(jaundice. evidence o f  cimhosis) 
Evidence o f  bleeding disorder (bruises. petechiae) 
Pelvic examination 

c Evaluate cervix for pl)ps. inflammation lacerations. masses or 
abnormal tissue 

c Evaluate uterus for size. regularity (fibroid tumors). tenderness 
o E~aluate adenexae for possible cyst% abcess. inflammation or 

tenderness 
Initial laborator? evaluation on all women: 

o Hemoglobin to evaluate anemia and chronic blood loss 
.= Pregnant? rest in all women except those clear\> post-menopausal 
o Pap smear (taken during pelvic examination) 
o Other tests as indicated b> h i n o n  and examination. eqm-iall) th>+oid 

studies (TSH, TJ) and prolactin level 
Differential diagnosis - most common possibilities 

Iofection 
Cervicitis 
Pel5ic Inflammatory 
Disease 

Trauma 
Laceration, abrasion 
Foreign body 

Malignant neoplasm 
Cervical 
Endometrial 
Ovarian 

Benign pelvic pathology 
Cervical polyp 
Endometrial p o l p  
Fibroid tumor 

Systemic d i  
Hepatic disease 
Renal disease 
Coaplation disorder 
Leukemia 

MdiutioulMher 
lnnauterine device 
Hormones (om1 conbaceptivcs. ~ ~ l ~ c n .  
progesterone) 
Anowlalop cycks 
Hypoth)midism 
Hyperprolactinemia 
Cushing's discarc 
Polycyxtic ovarian syndrome 
Adrenal dysfunctionllumor 
Stress (emotional. excessive exercise) 
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Management of abnormal vaginal bleeding in the pre-menopausal woman 
Identify and treat possible anemia - usually with iron supplements 
If patient appears to be ovulating: 
* Evaluate for possible bleeding disorder, hypothyroidism. cervical polyp or 

fibroid. cervical or uterine cancer 
* Remove KID if present, and offer patient another method ofcontraception 

If none of the above found. treat for 3 months with conlbined ora! 
contraceptives. or with NSAlD such as naproxyn 250 mg bid. - Refer to specialist if no response 

If patient appears to 1'01' be ovulating: 
Evaluate for general disease (infection. hepatic, renal). for stress or overwork. 
or recent weight loss 
Evaluate TSH and T4 level for thyroid abnormality, and prolactin level 
(prolactinoma) 
In women > 35 years. evaluate for cervical disease or fibroid tumor. or cancer 
of cervix or uterus 

= If none of the above found. can use one of the following treatments: 
o 3 - 6 months with conlbined oral contraceptives 
o Progesterone withdrawal every month ( I0  mgiday of 

~nedroxyprogesterone X 10 days every month) 
Refer to specialist if no response 

Management of abnormal vaginal bleeding in the peri-menopausal woman 
(generally between age 45 - 50): 

Most commonly due to anovulatory bleeding (dysfunctional uterine bleeding) 
However, r i ~ k  of bleeding from malignancy (cervical or uterine or ovarian cancer) 
or from structural problem (fibroid tumor of uterus, or cervical polyp) is higher 
Evaluate for anemia and treat with iron supplementation if necessar) 
Exclude pregnancy in all women up to age 50 
Refer patient for endometrial biopsy and Pap smear before beginning trial of 
hormonal methods 

Evaluation and management of amenorrhea 
Primary Amenorrliea - no menstrual periods at all since adolescence 

Usually concerning if no menses by age 15. definitely abnormal if no menses by 
age 16 
Multiple possibilities for primary amenorrhea, including: 

Imperforate hymen 
Genetic abnormalities (Turners, Kalliman's syndrome) 
Hypothalamic or pituitary abnormalities 
Adrenal gland abnormalities (adrenal hyperplasia) 
Absent or malformed uterus or ovaries 

Generally should be referred to specialist for evaluation 

Secondary Amenorrhea - normal or irregular menses followed by > 6 months of no 
vaginal bleeding 

Common causes are often benign, such as: 
* Amenorrhea of laclation (may be prolonged even after breastfeeding stopped) 
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Over11 vigorous exercise 
Significant emotional strejs 

= Recent weight loss (dieting. eating disorders) 
Hormonal conmceptives (combined or pmpwemne onl? conuaceptives 
injectable* Norplant) 

Other possible causes that requirr inbestigaiion and referral to specialist: 
= Premature menopause (prior to age of 45) 
* Pituitary tumor (pmlactin secreting adenoma) - often associated with 

spontaneous galactorrhea - clear or milk? nipple discharge 

CASE STUDY: 
Name of patient Xlttna 
Sex Female 
Date of Birth 19 August 1970 
Date of visit 5 April2000 

Vital Signs pulse 82 mln 
B p 11080 
neigh: 80 hg 
heieh! 168 

Medical Histor),: She is complaining heaby infrequent periods. uhich has been 
worse over the past year. She has a period ever? 40 to 60 days vvhiih laas for 110-4 
days. 
Cpon questioning. she has suffered from irregular periods Tor the paa 20 ?ears u n  
barrier contraception. 
Mother of three children. she had f e n i l i ~  treatment prior to the first prcgnanc!. 

Physical examination: 
Over weigh acne but not hirsute. 
Pelvic examination revealed no abnormalin 

Topics of discussion regarding case study: 
i n a t  additional elements in  the hinor), should be asked? 
What additional elements in the examination should be done? 
What is the appropriate plan of management? 

CRlTlCAL ELEbfEhTS FOR REFERRAL 
Presence of nmctural abnormality such as cervical polyp. cemiwl or vulvar moa. 
etc. 
Suspicion of bleeding abnormalit> 
Suspicion of malignancy such as cervix or endometrium 
Bleeding during pregnancy 
Evidence of systemic disease, such as thyroid. hrparic, or m a 1  disease 
Penistant irregular bleeding in a pcri-menopausal woman. or in an) \toman =~ho 
is post-menopausal 
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Initial Approach to Abnormal Uterine Bleeding in Premenopausal Patients 

I 1 
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TREATMENT OPTIONS FOR ARNORMAL UTERINE BLEEDING 

Age group Treatment' Comments 

Premenopausal Oral contraceptives Low-dose (35 pg) monophasic or triphasic oral contraceptives can regulate 
cycles while providing contraception. 

Medroxyprogesterone. 10 mg If contraception is not an issue, medroxyprogesterone can be used to 
per day for 10 days regulate cycles. In a woman who has amenorrhea or oligomenorrhea, 

medroxyprogesterone every 3 months can protect against endometrial 
hyperplasia. 

Clomiphene, 50 to 150 mg Can induce ovulation in a woman who desires pregnancy. I! no response or 
per day on days 5 to 9 no pregnancy in 3 to 6 months, referralis appropriate. 

Perimenopausal Medroxyprogesterone, 10 mg May use monthly to regulate bleeding palterns 
per day for 10 days 

Oral contraceptives Usually use 20-pg pills. Can contlnue oral contraceptives until a woman has 
finished menopause and then change to HRT (May be a relative 
contraindication in women >35 years of age who smoke.) 

Postmenopausal Cyclic HRT 
(receiving HRT) 

May consider increasing the progesterone dose if early withdrawal bleeding 
occurs. Increase the estrogen dose if intermenstrual bleeding is present. 

Continuous combined HRT May increase the estrogen dose for 1 to 3 months to stabilize the 
endometrium. May also try increasing the progesterone dose. If bleeding 
continues, consider changing regimen to cyclic HRT or using a d!fferent type 
of estrogen. 

HRT = hormonc rcplaccment thcrapy. 
*--All pathologic, structural and iatrogenic causcs excluded. 
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